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1I. EXECUTIVE SUMMARY
In compliance with the 1981 amendments to Title V of the Social
Security Act, which created the Maternal and Child Health (MCH)
Services Block Grant, the following document describes
Massachusetts' intended use of MCH Block Grant funds in FFY'86.
beginning October 1, 1985. As in prior years, this document
addresses the entire Massachusetts MCH program, administered by the
Department of Public Health's Division of Family Health Services,
and thus also covers state funded programs, the federal Special
Supplemental Food Program for Women, Infants and Children (WIC), and
programs or initiatives funded through other federal grants.
While the remainder of this document presents information on the
broad array of Division-supported programs addressing the needs of
women, children and their families in Massachusetts, the Executive
Summary highlights some of the major issues and priorities which
will shape Division programs in FFY'86 and beyond. Thus, the
Summary addresses areas where the Division anticipates new, altered
or expanded roles in the coming years. Special attention will be
focused on these areas as the Division continues to strive to
provide a comprehensive, well integrated program that promotes the
health of families in the Commonwealth. Many of the priorities
identified in prior years' documents, while not discussed again
here, continue to demand attention.
Before proceeding to a discussion of the areas of infant mortality,
services for the handicapped and chronically ill, nutrition,
reproductive health, and violence, the Executive Summary begins with
a brief description of the fiscal context within which the Division
will be functioning in FFY'86
Fiscal Context
Over the past few years, the Division of Family Health Services has
expanded significantly, with total funding from all sources roughly
doubling between FFY 1982 and FFY 1985. While some of this increase
is due to transfer of existing programs to the Division, much of the
increase can be explained by the recognition of and commitment to
addressing family health needs at both the state and national
levels. Although funding levels still make it difficult for the
Division to keep pace with inflation in many program areas,
additional dollars in the past few years targeted to address
specific needs have allowed the Division to initiate some new
programs and expand others.
In FFY'86, the Division anticipates a total budget of close to $60
million, with $9.2 million from the state share of the MCH Block
Grant, $26 million from the federal WIC program, approximately $23
million in state funds, and the remainder from other federal sources
including P.L. 89-313 education funds. Preventive Health and Health
Services Block Grant funds for women's health services and MCH Block
Grant funds for special projects.
2While Congress was instrumental in providing additional federal
funding for both the MCH Block Grant and WIC in FFY'83 and in
maintaining higher levels of funding in FFY'84 and FFY'85, proposals
for FFY'86 funding are inadequate to maintain existing services.
Level-funding is thus far proposed for MCH, which would not keep up
with increasing costs due to inflation and cost-of-living
adjustments. The cost of maintaining some services initiated with
FFY'83 supplemental MCH Block Grant funds has already been picked up
by the state. Massachusetts has stepped in with supplemental state
funds for the WIC program, although this state funding was intended
to increase and not merely maintain the WIC caseload. With state
funding, the WIC caseload was increased by 15,000 over the course of
FFY'84. For FY' 86, the state has appropriated an additional $1
million for WIC, but federal funding proposed by the administration
(which is below the amount authorized for FFY'85) would result in
cutbacks in service.
Thus, despite its significant accomplishments in the past few years,
and the range of family health needs that continue to go unmet, the
Division appears to be facing an extremely tight, if not inadequate,
budget in the next fiscal year. The state continues to exhibit its
commitment to family health services, and has expanded funding in
FY' 86 to address infant mortality. Strengthened federal commitment
in FFY'86 and future years will be needed if the Division is to
maintain and build upon existing programs to address critical health
problems confronting women, children and their families in the
state. This commitment must be evidenced not only in adequate
funding levels for the MCH Block Grant and WIC. but also for
Medicaid. Food Stamps. Aid to Families with Dependent Children and
other health, nutrition and human services programs which also
address the needs of the vulnerable groups to whom the Division's
services are targeted. Reductions in these programs tend to be
reflected in increased need for the Division's services and
ultimately, in long-term costs resulting from increased and more
severe health problems.
Reduction of Low Birthweiqht and Infant Mortality
This area has been identified as a priority in the last two years.
While significant accomplishments have occurred, these achievements
have laid the groundwork for further challenges and major tasks in
the coming years.
In FFY'85, the Division staffed a Department of Public
Health-appointed Task Force on Prevention of Low Birthweight and
Infant Mortality. The Task Force report, "Closing the Gaps:
Strategies for Improving the Health of Massachusetts Infants." was
released in May. 1985. and the Division will be responsible within
the Department of Public Health for working with other state
agencies, health professionals, planners, providers, advocates.
3legislators and citizens for refining, further developing and
implementing the recommendations of the Task Force.
Chaired by former U.S. Surgeon General Dr. Julius Richmond, the
19-meraber Task Force found that while Massachusetts has made
significant progress in reducing infant mortality and compares
favorably with most other states and the nation, gaps in rates of
low birthweight and infant mortality among vulnerable populations
and the population as a whole exist. Specifically, black and
Hispanic, low-income and adolescent women were found to have
consistently higher rates of poor birth outcomes, and the
communities in which these groups are concentrated also evidence
high rates compared to the state as a whole. The report also found
gaps in resources and services needed to address the problems of low
birthweight and infant mortality, and noted that these gaps most
directly affected the high-risk groups identified. The Task Force
made recommendations in five broad areas, including: targeting
resources to identified high-risk groups and communities; ensuring
that maternity care services are affordable for all; ensuring that
comprehensive services are readily accessible, particularly to
high-risk groups; ensuring that all women of childbearing age are
informed about factors contributing to healthy babies and the
availability of services; and strengthening ongoing monitoring of
infant health status and needs. Some of the findings of the Task
Force are incorporated in the section of this document which
describes the need for MCH services, and its recommendations are
incorporated as strategies in the Goals and Objectives section.
(Copies of the Task Force report are available.)
The Task Force emphasized the importance of reducing the incidence
of low birthweight in order to achieve further progress in
preventing infant deaths. It emphasized the importance of
maintaining and expanding existing effective programs, including
Maternal and Infant Care (MIC) prenatal projects and the WIC
program. At the same time it stressed the development of new and
innovative approaches and the need for a comprehensive approach.
Statewide standards for comprehensive prenatal care, new models for
delivery of such care, expanded outreach and education, and payment
for maternity care of the estimated 6,000 uninsured pregnant women
in the state were some of the specific new strategies suggested.
Tailoring and targeting to high-risk groups would be aided by
support for community-based coalitions, strengthened regional
planning and training and recruitment of personnel representative of
and sensitive to the needs of high-risk groups, according to the
Task Force.
The state legislature has funded many of these proposals for FY 1 86,
incuding expansion of the MIC prenatal programs, a statewide
outreach campaign, support for local and regional coalitions, and
development of prenatal care standards. In addition, the state
budget includes $6 million for the Department of Public Welfare to
provide prenatal and delivery care for uninsured pregnant women in
the state.
4Reassessment of the Division's Role in Meeting the Needs of the
Handicapped and Chronically 111
This area has also been identified as a priority in the last two
years, due to the convergence of a number of issues and trends.
Inflation in the costs of providing clinic services for handicapped
children combined with lack of information about the extent and
nature of service needs, led the Division to join collaboratively
with Children's Hospital and the Harvard School of Public Health to
assess the Division's Services for Handicapped Children system and
develop recommendations for change. Project Serve, directly funded
with a MCH Special Project (SPRANS) grant, will be entering its
third and final year in FFY'86. Data collection and analysis is
nearly complete, and recommendations and alternative options will be
developed and presented in the coming year. The results are likely
to have implications for all aspects of the Services for Handicapped
Children system, including case management, community services and
early intervention, as well as for the role of SHC within the
Division, and in relation to other state and federal programs.
As the Division considers and evaluates the recommendations emerging
from Project Serve, it will attempt to address other emerging areas
of concern in regard to the handicapped, particularly its role in
addressing the needs of adults with disabling conditions. With
advances in medical technology and availability of sophisticated
care in recent decades, individuals with disabling conditions
originating early in life are now surviving into adulthood. This
development was not foreseen or planned for when Title V Crippled
Children's Services were created 50 years ago. Additionally, there
are few resources or programs to address the health needs of
individuals with adult-onset disorders. Finally, individuals
suffering from traumatic head injuries also have emerged as a group
with unmet service needs.
The Division has been participating in a number of interagency
efforts to address the needs of some of these populations, as well
as the needs of children. The Division has been looked to for its
expertise in addressing the needs of the head- in jur ed
,
developmentally disabled young adults, individuals with genetic
diseases, and children with medical needs being served in the school
system.
The challenge to the Division in FFY'86 and coming years will be to
join with other agencies to develop strategies, services, policies
and resources to meet these identified needs, and to adapt its
mission, role and organization to assist in meeting the needs.
Improvement of Nutritional Status in Hiqh-Risk Populations
In addition to its commitment to reaching as many eligible women,
infants and children with WIC program benefits as possible, the
Division now has a state mandate to identify and develop strategies
to address needs related to nutrition. With the establishment of
5the Office of Nutrition, and the reactivation of the Massachusetts
Nutrition Board, the Division presently has the vehicles needed to
accomplish this mandate.
The challenge in FFY'86 will be to carefully lay the groundwork for
future development of the Office as a statewide locus for ongoing
study and analysis of nutritional status and problems, for promotion
of improved and better coordinated nutrition-related services, and
for formulation of nutrition policies and standards. Development
and implementation of an ongoing nutrition surveillance system will
be a major priority. Short- and long-term goals and objectives for
the Office as well as for the Massachusetts Nutrition Board will be
developed. The Board, composed of 9 state agency and 9
gubernatorial appointees, offers an excellent mechanism for
addressing state nutrition policies and services with a broad and
comprehensive approach.
Addressing Women's Gynecological and Reproductive Health Needs
This area is emerging as a priority area for attention. The
Division now has responsibility for the Women's Health Program,
which historically has been able to devote only limited attention to
gynecological and reproductive health concerns. The major program
in this area is the Diethylstilbestrol (DES) education and
diagnostic service program. Recommendations that the Division
devote attention and resources to these needs have emerged from
Block Grant Public Hearings, the Family Health Services Advisory
Council, and the report of the Task Force on Prevention of Low
Birthweight and Infant Mortality.
The Women's Health Program will be collecting information on
problems and needs in these areas and working with other Division
programs and outside advisors to develop preliminary recommendations
to address them. The Division would then attempt to identify the
resources needed to implement recommendations. Improved
gynecological and reproductive health services, particularly for
low-income women and women of color, would clearly not only benefit
women, but also would serve as a means of primary prevention of poor
reproductive outcomes.
Prevention of Violence-Related Morbidity and Mortality
The Division introduced this issue as an emerging priority area in
last year's Block Grant plan. As the state and the nation have
achieved much success in reducing morbidity and mortality due to
disease-related causes, accidents, homicides and suicides have
emerged as leading causes of death and disability, particularly
among children and adolescents. Integration of the Women's Health
Program into the Division has provided expertise and resources in
the areas of family violence and sexual assault. Public comment,
through the Family Health Services Advisory Council and Block Grant
Public Hearings, has reinforced the need to address violence as a
public health issue of major importance.
6In beginning to assess its role in this area, the Division will be
seeking advice from professionals, providers and the public. The
experience of the Division's adolescent and women's health
providers, as well as the results of a study of 1985 child and
adolescent deaths, should prove particularly valuable in informing a
policy analysis and planning process. The Division has successfully
carried out research and demonstration projects in the area of
prevention of accidental injuries, and is beginning a MCH special
projects-funded initiative to implement successful strategies
statewide. In exploring its role in violence-related morbidity and
mortality, the Division would again look to public health
strategies, including research, education and technical assistance
as vehicles for prevention.
In conclusion, this summary has highlighted some of the major
challenges which the Massachusetts MCH program will be addressing in
FFY'86 and future years. The remainder of the document describes
the entire Division of Family Health Services Program, including
essential services and initiatives that are ongoing but not
addressed in this summary.
7II. INTRODUCTION
A. Federal Legislative Base
The 1981 amendments to Title V of the Social Security Act created
the Title V - Maternal and Child Health (MCH) Services Block
Grant. The purposes of the MCH Block Grant are to enable the
states
:
1. to assure that mothers and children, especially those with
low income or limited availability to health services, have
access to quality health services.
2. to emphasize preventive measures, such as those to reduce
infant mortality and prevent handicapping conditions, and to
promote the health of mothers and children through primary
pediatric and prenatal care.
3. to provide rehabilitative services to blind and disabled
children eligible for Supplemental Security Income (SSI)
under the Social Security Act.
4. to provide comprehensive services to handicapped children.
To these purposes, the Title V - MCH Services Block Grant
combined the funding from formerly categorical health care
programs into the "consolidated health program," including:
Title V formula grants for Maternal and Child Health (MCH)
and Services to Handicapped Children (SHC)
Supplement Security Income for Disabled Children Program
(SSI-DCP) (section 1615(c) Social Security Act)
Lead-based paint poisoning prevention programs (section 316,
PHS Act)
Sudden Infant Death Syndrome (SIDS) (section 1121, PHS Act)
Adolescent Pregnancy Grants (Title VI, Health Services and
Centers Amendments of 1978)
Genetics Grants (National Genetic Diseases Act)*
Hemophilia treatment centers (section 1131. PHA Act)*
* To be funded from the portion of the block grant "set aside" at
the federal level by the Secretary of Health and Human Services.
3The MCH Block Grant legislation provided for continuity with
past state Title V programs by specifying that the state health
agency would be responsible for administration of the programs.
The purpose of this document is to describe how the Commonwealth
of Massachusetts intends to manage Maternal and Child Health
Services during the fifth year of the Blocfc Grant. FFY 1986.
B . State Legislative Base
Under the provisions of Chapter 347, Acts of 1936, General Laws
of Massachusetts, the Commonwealth is authorized to accept and
expend the funds of the Social Security Act, and the
Commissioner of Public Health is authorized to carry out the
provisions of Title V. In compliance with this legislative
mandate, the Department established the Division of Family
Health Services. As a result of subseguent amendments to Title
V, other federal initiatives, and its state appropriation, the
Division currently administers the following major
appropriations
:
Federal Maternal and Child Health Bloclc Grant funds,
including funds for SSI-DCP, Adolescent Pregnancy, Lead
Poisoning Prevention, SIDS, and Bloclc Grant funds set aside
at the federal level for "Special Projects of Regional and
National Significance" (SPRANS);
Federal Special Supplemental Food Program for Women.
Infants, and Children (WIC) funds;
State Family Health Services accounts;
Federal P.L. 89-313 funds for early intervention programs;
Federal funds for rape crisis services allocated from the
Preventive Health and Health Services Bloclc Grant for this
purpose
;
Federal Department of Transportation funds administered
through the Governor's Highway Safety Bureau for
transportation injury prevention programs.
C . Agency Description
The Division of Family Health Services has been organized into
three sections for the purposes of carrying out the goals of
these legislative mandates (see Figure 1). The Division is
directed by a board-certified physician Director, and each
section is administered by an Assistant Division Director. A
board certified pediatrician further provides the Assistant
Directors with technical assistance and consultation. The
programs of this Division's units can be briefly described as
follows
:
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1 . Services to Handicapped Children (SHC)
Under the direction of the Division's Assistant Director for
SHC, the SHC section contains programs that will be organized
into four units in FFY '86.
a. The Clinic Unit provides specialized preventive, therapeutic
and rehabilitative care to children with handicapping
conditions and their families. Comprehensive
multi-disciplinary habilitative services are provided to
significantly handicapped children under age 18 for whom
services are not available or not affordable, in cooperation
with the child's family, primary care providers, school and
community. Through specialized clinics directly operated by
the Division or from which services are purchased, some
6.000 children throughout the state each year receive care
for the following conditions: orthopedic, neurologic,
developmental delay, oro-facial, scoliosis, cystic fibrosis,
cardiac, epilepsy/seizure, hemophilia and inborn errors of
metabolism. In addition, the Unit maintains an epilepsy
drug program for seizure medication for needy, uninsured
individuals regardless of age. In FFY '84, adaptive housing
services and a special medical needs program (which provides
limited financial assistance to families of children who,
for diagnostic reasons, are ineligible for other clinic unit
programs) were added with "Jobs Bill" funds, and these
services will be maintained in FFY' 86.
b. The Community Services Unit provides access to residential
and supportive services for individuals from birth through
21 years of age with disabling conditions. Through the
range of services which the Unit supports, families are
helped to keep their children as close to home as possible
and to ensure that each child is in the most appropriate,
least restrictive program possible. Home care services,
caraperships and short-terra residential respite care are
offered and a multi-agency, multi-disciplinary team assesses
the needs of multiply handicapped individuals. Individuals
can also be certified as eligible for more extended care in
a pediatric nursing home when that is deemed appropriate.
Pending approval of a Home and Community Based Waiver by the
Federal Department of Health and Human Services, in FFY '86
this Unit, in conjunction with the Case Management Services
Unit, will be responsible for determining eligibility for a
range of Medicaid funded services designed to enable
severely multiply handicapped and chronically ill children
to be cared for at home.
Through participation in several interagency task forces,
the Community Services Unit has been investigating the
program needs of the head-injured and of multiply
handicapped adults. During FFY '86. the Unit will begin to
address the development of more extensive community-based
services for individuals over age 22.
11
c. The Case Management Services Unit (CMSU) identifies,
coordinates and monitors the comprehensive service needs of
multiply handicapped children. Handicapped children between
the ages of birth to eighteen, who receive SSI benefits, or
who are served through other Division programs, or who are
referred through community agencies are eligible for
services. Staff of the Unit, working out of the four
regional health offices and in Boston, provide information
and referral, technical assistance, individual case
advocacy, and coordinated case management services. In
addition. Unit staff provide technical assistance,
consultation and training to staff of other human service
agencies and other organizations on federal and state
entitlements and services and on resources available to
handicapped children and their families.
The main objective of this unit is to ensure that multiply
handicapped children receive necessary medical, educational,
developmental, rehabilitative and social services through
the facilitation of interagency collaboration, development
of service linkages, and coordinated service planning.
Representation on area and regional interagency task forces
is an essential component of this Unit's activities to
ensure a coordinated service delivery system, identify
barriers to services, and develop community resources
targeted for multiply handicapped and chronically ill
chi ldren
.
CMSU has developed a case management gradient system
outlining different levels of service involvement in order
to expand service capacity. Case managers provide ongoing
training and education to parents or guardians to enable
them to more effectively advocate for their children.
d. The Early Childhood Development Services Unit administers a
system of contracted programs designed to help families
assist their children in reaching their maximum
developmental potential. Educational, therapeutic and
support services to infants and young children at risk of or
suffering from disabling conditions are offered through a
statewide network of early intervention programs and through
developmental day care, training and integrated preschool
programs as well as outreach.
2 . Maternal and Child Health (MCH)
Under the direction of an Assistant Director for MCH, in FFY '86
the MCH section will be organized into five units.
a. WIC Unit . The Special Supplemental Food Program for Women.
Infants and Children is a federally funded nutrition
intervention program which provides specific nutritious
foods, nutrition counseling and health care referrals.
Funds are allocated in accordance with a needs assessment.
12
which ranks each city and town in Massachusetts with respect
to its need for WIC services. Ranking is determined by low
birth weight rate, teenage birth rate, neonatal mortality
rate, unemployment rate and poverty. In FFY '86. 35 local
agencies across the state will provide WIC services at over
100 sites to low income pregnant, breastfeeding and
postpartum women, infants and children up to age 5 who are
determined to be at nutritional risk.
b. The Preschool and School Health Unit provides a variety of
services and supports a number of programs which focus on
the prevention of morbidity and mortality and the promotion
of preventive health services among all children in the
Commonwealth.
A major programmatic component of the Unit is injury
prevention. The services of the Statewide Childhood Injury
Prevention Program (SCIPP) have been considerably expanded
as a result of federal SPRANS funds received to implement
injury prevention initiatives within established child
health service programs and to develop an injury
surveillance system. Current efforts are devoted to
developing training materials and providing training to a
variety of health professionals and community service
agencies within Massachusetts and other state MCH programs.
SCIPP is also beginning to fund local agencies to implement
comprehensive injury prevention programs and to improve
existing sources of injury data by providing training to
hospital medical and records staff. In order to reflect an
expansion of activities that includes programs for persons
of all ages, the Child Passenger Safety Program has changed
its name to the Massachusetts Passenger Safety Program
(MPSP). Primarily funded by the National Highway
Transportation Safety Administration, through the Governor's
Highway Safety Bureau. MPSP promotes passenger safety by
providing education, information and technical assistance as
well as funding to car seat loaner programs at the local
level. New initiatives as a result of increased
appropriations for both MPSP and the Massachusetts Poison
Center are being coordinated with the goals and objectives
of the SCIPP.
The Preschool and School Health Unit also develops policy
and provides information, education, consultation, and
technical assistance in the areas of preschool and school
health services and childhood injury prevention. The Unit
establishes and enforces regulations regarding school health
programs, and administers school health screening programs
for vision, hearing, and postural defects. Programs funded
through the Unit in FFY' 86 will include: the Preschool
Enrichment Team and a preschool health initiative for
daycare providers; purchase and repair of hearing aids for
financially eligible children; a Statewide Poison Control
System; the Injury Prevention Resource Center, a
13
comprehensive resource for health professional, schools,
community agencies, child health services programs, business
and industry, and others interested in injury control; and
Lead Paint Poisoning Prevention programs, administered
jointly with the state's Childhood Lead Poisoning Prevention
Program (CLPPP )
.
The Perinatal and Genetics Unit provides a variety of
services and supports a number of programs which focus on
the prevention of morbidity and mortality, particularly in
the perinatal period, and provides genetic education and
information to providers and consumers.
This Unit develops policy and provides information,
education, consultation, and technical assistance in the
areas of perinatal health, including the effects of genetic
and environmental factors on reproductive outcomes. In
January, 1984, the Unit implemented a high risk infant
identification and follow-up system and a pilot program to
monitor the effects of environmental exposures on
reproductive outcomes. Programs funded through the Unit in
FFY '86 will include: targeted efforts to address
disproportionately high infant mortality rates; a toll free
hotline for information on the effects of various
environmental exposures on reproductive outcomes; community
based high risk infant and family support programs;
discharge planning and community linkage in Neonatal
Intensive Care Units; and the Sudden Infant Death Syndrome
Program, providing counseling and support to affected
f ami 1 ies
.
The Primary Care Unit supports the provision of high quality
primary health care services for pregnant women, mothers,
children and adolescents, with the focus on assurance of
availability of services to high-risk and low-income
populations. The Unit is involved in developing standards
for ambulatory and hospital care and for birthing centers.
Information, education and technical assistance are provided
in the areas of adolescent health and pregnancy, family
planning and nutrition.
Programs funded through this Unit include Maternal and
Infant Care (MIC), Children and Youth (C&Y). Comprehensive
Adolescent Health, Pregnant and Parenting Adolescents and
newly initiated in FFY '84, Failure to Thrive (FTT)
Programs. The prenatal (MIC) and pediatric (C&Y) projects
provide comprehensive multi-disciplinary care to high risk,
low-income pregnant women, mothers and children with medical
care augmented by social, nutritional, family planning,
dental and other preventive health services. All services
are available to the uninsured on a sliding fee scale.
Adolescent health services include counseling and education
that focus on nutrition, contraception, sexuality.
adolescent pregnancy, parenting skills, and the promotion of
good health habits. Specialized pregnant and parenting
adolescent programs are designed to ensure early
identification of pregnant adolescents in order to link them
with prenatal care, and provide educational, counseling and
social services to meet their special needs. Funded with
state money as part of the response to the 1983
Massachusetts Nutrition Survey, the Failure To Thrive
Programs were initiated in April of FFY '84 following a
statewide RFP process. The FTT programs provide diagnosis
and treatment for families with children who are severely
underweight and show persistent deviation below their
established growth curves. Programs provide intensive case
management and follow-up as well as consultation and
education to community based providers. All programs
utilize a multi-disciplinary team approach.
e. The Women's Health Unit provides a number of services
designed to decrease morbidity and mortality and to promote
knowledge and well-being among women in Massachusetts. The
Women's Health Unit places particular emphasis on assessing
health risks and developing services for low-income and
minority women. Health issues are approached within the
context of women's roles and social conditions in our
society; where health related services for women have been
historically under-funded, the Women's Health Program has
attempted to collect statistical evidence and design
programs for change.
Services in FFY '86 will include rape, sexual abuse, and
family violence prevention as well as comprehensive services
to rape victims; diethylst i lbestrol (DES) information,
education and diagnostic evaluations; occupational health
education for office workers, development of a statewide
conference on "Women in the Workplace"; health programs for
incarcerated women, including workshops, individual
counseling and support groups; and establishment of a
Resource Center for information and referral. Also, in
FFY'86 this Unit will assess the needs for and develop
recommendations regarding primary gynecological and
reproductive health care.
3 . Administration
The shared, centralized administrative services of the Division
are organized into 5 units. Contracting, fiscal and budgeting
support services are under the direction of the Assistant
Director for Administration and Finance, with the Division
Director acting as supervisor for the Statistics and Evaluation
Unit and the Policy Office.
a. Administration/Contracts Unit has the responsibility for
processing, providing technical assistance, reviewing, and
financially approving all state and federal consultant and
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purchase of service contracts, and payment of purchase of
service invoices. All agency contracts must be channeled
through the Contracts Unit where they are reviewed for
compliance with all state and federal administrative
regulations. Contract budget documents are reviewed to
insure allowability of costs. The Contracts Unit also
schedules and coordinates all requests for audits on program
providers
.
Commencing in FFY'86, the Contract Unit's mechanism for
reimbursement of services to purchase of service providers
is converting from a manual system to a computerized system
(MIDAS) which should result in expedient payments to all
providers
b. Administration/Fiscal Unit has the responsibility for
processing and payment of clinical, general administrative,
and consultant invoices. As the invoices are processed, the
expenditures are recorded in the general ledgers according
to program budget areas. Quarterly financial reports are
produced and the information is fed back to the Budget Unit
in order to monitor expenditure levels as well as timely
r eprograraming of funds. In addition to invoice processing,
the Unit is responsible for maximizing third party revenue.
The Division subsidizes clinical services for clients only
after all third party reimbursements options have been
exhausted
In FFY 1986 the Fiscal Unit will also convert its payment
and recording mechanisms to MIDAS. This automated system
should provide more timely information on account
expenditure status, allow for more timely transfer between
accounts, and expedite the processing time for payment to
purchase of service providers.
c. Administration/Budget Unit has two functions; personnel
management and state and federal budget management. All
agency positions must be cleared through the Budget Unit in
order that adequate funds be budgeted for the position. The
second function of the Budget Unit involves the preparation,
monitoring, and rebudgeting of both state and federal budget
appropriations. In addition to preparing the standard
budget forms for the state and federal budget submissions,
the Budget Unit must also prepare quarterly spending plans
for the state and reconcile on a monthly basis the agency's
federal expenditures with those shown by the Department's
central fiscal office.
d. The Statistics and Evaluation Unit assists in collecting and
analyzing data and in developing needs assessment,
evaluative and research methodologies. Its activities
include developing and providing a comprehensive data set on
target populations and services that can be used to plan
programs, comply with federal and state reporting
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requirements, and inform the public and professionals;
evaluating program effectiveness and impact on health
status; coordinating research carried out within the
Division or by academic institutions using the Division's
target populations; assisting in ongoing needs assessment
and planning; and working with other statistical units in
the Department of Public Health.
e. The Policy Office , which works closely with the Statistics
and Evaluation Unit, serves as an analytic and informational
resource to the Division, other state agencies, and the
public. The Office monitors and analyzes federal and state
legislation as well as regulations and policies which bear
on maternal and child health; develops and implements
mechanisms for citizen participation in planning; develops
strategies for achieving the overall mission and goals of
the Division; coordinates public and internal planning
processes; and provides information and education programs
for staff and the public. It is also responsible for
specialized policy and research activities which cut across
program areas, including the newly established Office of
Nutrition.
The Office of Nutrition was established within the Policy
Office in 1984. State funding for the Office was provided
in response to the findings of the Department's 1983
Massachusetts Nutrition Survey which identified chronic
malnutrition as a significant health problem among
low-income Massachusetts children. The goals of the Office
of Nutrition include: establishing a system for ongoing
surveillance of nutritional status among high-risk groups in
the Commonwealth; identifying needs and problems related to
nutritional status and services, and developing strategies
to address them, including improved referral systems,
coordination of services and improvements in state policy,
planning and programming; and providing consultation and
technical assistance to other state agencies, providers and
consumers in order to ensure integration of high-quality
nutrition services within existing systems.
The Policy Office also provides staff support for the
Advisory Council described below.
4 . DFHS Advisory Council
Established by the Commissioner of the Massachusetts
Department of Public Health in March 1982, the Council is
composed of 24 professionals, providers, advocates and citizens,
as well as ex-officio members from relevant state agencies. The
Council provides broad representation for Maternal and Child
Health interest groups and is made up of individuals with
longstanding interest in and experience with family health
programs. The Council achieves representation for both urban
and rural interests; maternal and child health as well as
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handicapped children's services; preschoolers, school-aged
children and adolescents; a range of professional interests,
including doctors, nurses, lawyers and physical therapists; and
primary as well as tertiary care.
Currently chaired by Dr. Deborah Walker, Assistant
Professor, Harvard School of Public Health, the Council meets
every two months and is charged with a number of
responsibilities. Chief among them is reviewing,
commenting on, and making recommendations about the Division's
Block Grant applications prior to their submission. The Council
therefore provides one vehicle for meeting the requirements of
Section 505 regarding public comment on this document.
In summary, this brief description of the Division's sections and
units provides an orientation to the general objectives of each of
the units. These will be described more fully in the Description of
Intended Expenditures. In general, however, the functions of the
DFHS program are:
1. To provide services to targeted groups of women, children and
families through direct employees or contracted agencies.
2. To provide technical assistance to agencies on the provision of
specialized services and the public health aspects of maternal
and child health.
3. To set standards for the provision of services.
4. To utilize epidemiological analysis of child health problems and
evaluation of program effectiveness as tools in establishing MCH
policy and programs.
5. To coordinate services provided in the public and private sector
which are targeted to women and children.
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III. Section 505: DESCRIPTION OF INTENDED EXPENDITURES & STATEMENT
OF ASSURANCES (1) INTENDED USE OF PAYMENTS
(A) DESCRIPTION OF POPULATIONS, AREAS, AND LOCALITIES IDENTIFIED
AS BEING IN NEED OF MCH SERVICES
There are three major sources of information to identify women
and children in need of Maternal and Child Health (MCH) services.
These are:
1. Descriptive population data
2. Health status indicators
3. Service indicators
Population indicators are intended to show the potential number
of individuals eligible for MCH services. The main source of
population data is the 1980 Federal census which contains a wide
variety of demographic and economic information. Supplementing the
census are vital registration data which provide maternal age and
geographic distribution of births. Another source of general
population data is unemployment statistics.
Health status indicators are normally measures or estimates of
specific health problems. Some of these, such as low birthweight
rates and infant and neonatal mortality rates are derived directly
from statewide vital registration statistics. Others are based on
projects within MCH such as the Statewide Childhood Injury
Prevention Program (SCIPP) for accident rates. Other Public Health
Units are sources of information, such as the State Laboratory for
data on lead paint poisoning. Many of these programs provide either
sample data or estimates based on limited coverage.
Service indicators are statistics based on measures of
populations currently served by programs in MCH. These include
Services to Handicapped Children (SHC) clinics, the Early
Intervention Program (EI), and the Supplemental Security
Income-Disabled Children Program (SSI-DCP). In some cases, there is
little information on the size of the population in need of
services. This is particularly true in the case of handicapped
children. However, in several other programs such as Women,
Infants, and Children (WIC) and the Lead Poisoning Prevention
Program, there are reliable estimates of the total need.
In determining areas of greatest need for the placement of
services, all three sources of information must be examined. The
Division of Family Health Services has conducted needs assessments
in a number of program areas which have statistically combined
relevant measures of population and health status indicators with
service indicators. These have been used during the stage when
program proposals are reviewed. Past, ongoing and future needs
assessment activities are described in the last part of this section.
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Depending on the type of services required and the means of
delivering them. 3 different types of planning area are used:
1. Health Service Areas (HSAs) - Figure 2-1
2. Department of Public Health (DPH) Regions - Figure 2-II
3. Cities and towns - Figure 2 - 1 1
1
Some programs such as the Case Management Services Unit
(SSI-DCP) and the Early Intervention program use slight
modifications of these.
Figure 2
MASSACHUSETTS PLANNING AREAS
<
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1. POPULATION INDICATORS
Population Size and Distribution
In 1980, the population of Massachusetts was 5,737,037. No
marked changes in size are expected to occur during the next 10
years. The highest concentration of population is in Boston and its
surrounding suburbs (Figures 3 & 4). Substantial pockets of high
density are also found in the Worcester. Springfield,
Lawrence/Lowell, and Fall River/New Bedford areas. Nearly 75% of
the states' population lives in the eastern half of the state. More
than a third of the total population lives in the HSA that includes
Boston.
While the majority of people live in or close to cities, there
is a clear decline in the size of urban areas. Of the 25 cities
with the largest population of children, six (Haverhill, Brockton,
Taunton. Weymouth, Framingham, and Plymouth) increased in overall
population since 1970 (Table 1). All of the rest declined
considerably, in some cases by as much as 17%. Declines of even
greater magnitude occurred in the population of children in urban
areas. In many cities, such as Boston, Cambridge, Quincy,
Somerville, Chicopee, and Weymouth, the number of children under age
5 was reduced by 30 to 45%. Some of this reduction is movement
towards the south and southwest portions of the state. Plymouth,
for example, nearly doubled both it's overall population and the
population of children under age 5. However, a large fraction of
the decline in numbers of children in Massachusetts is a result of
reduced fertility.
It is not clear at this point who is moving out of the cities.
If the wealthier segments of the population are leaving the cities,
they may be leaving behind a population that is poorer on average
and in greater need of services.
In 1980, there were 1.721.520 children under the age of 19 in
the state (Tables 2 & 3). They formed nearly a third of the state's
population. There were 75,749 births in 1982. The preschool
population (aged 0-4 years) was 337,215 in 1980; the early
school-age population (5-13 years) was 737,918; the teen population
(14-19 years) was 646,387; and the young adult population (20-21
years) was 228.772.
The age distribution of the state's population is generally
uniform from one region to another. The greatest variation in age
distribution between regions is only 3.2% in the 5-13 year age
group. The highest concentrations of early school-age children are
in HSA's 3 and 5. The greatest proportion of women of childbearing
age and also the largest absolute numbers of women in that age
category are in Boston and vicinity. Children born during the baby
boom of the 1950's and 1960's are now in their peak reproductive
years and form the largest single age group in the state's
population.
23
Figure 3.
1980 POPULATION DENSITY OF MASSACHUSETTS
Source: University Computing Center, University of Massachusetts at
Amherst
Programming by Ron Lussier
Data base compiled by Dennis Swartout and Mary Richards
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Table 1
CHANGES IN TOTAL POPULATION SIZE AND CHILDREN UNDER 5 SINCE 1970
25 CITIES WITH THE LARGEST THTT n POPtir ATTON^ IN MASSACHUSETTS
lk Order
Total P n mi ] a f i nn Child Population
Size Of City /
Population Town
1980
Populat ion
Percent Change
1970 to 1 9 fl
Chi ldr en
Under 5
Percent Change
1970 to 1980
1 Boston 562,994 -12.2 30 , 118 -39.7
2 Springfield 152 , 319 - 7.1 10 , 531 -21.6
3 Worcester 161.799 - 8.4 9 , 574 -26.0
4 Brockton 95 , 172 + 6.9 6 , 988 -24 .
5
5 Lowell 92 , 418 - 1.9 6 , 908 -18.1
6 New Bedford 98,478 - 3.2 6 , 792 -13.9
7 Fall River 92 , 574 - 4.5 6 , 311 -23 .7
8 Lawrence 63 , 175 - 5.6 5,293 - 5.8
9 Lynn 78,471 -13.1 5,012 -33.6
10 Somervi lie 77,372 -12.8 3,990 -47 .
1
11 Cambridge 95,322 - 5.0 3,928 -33.6
12 Quincy 84,743 - 3.7 3,835 -44.7
13 Newton 83.622WW t w «• *• - 8.4 3 , 707 -34.7
14 Framingham 65, 113 + 1.7 3 ,422 -42.9
15 Chicopee 55, 112 -17. 3 3 .330 -40.6
16 Holyoke 44,678 -10.8 "5 1*7*73 , 177 — 25.3
17 Pittsf ield 51, 974 - 8.8 3 , 163 -31.0
18 Haverhill 46,865 1.6 3, 112 -18 . 6
19 Taunton 45,001 + 2.8 3 , 070 -12.0
20 Plymouth 35, 913 +93.0 2, 979 + 84.8
21 Maiden 53 , 386 - 4.9 2, 911 -38.8
22 Weymouth 55 , 601 + 1.8 2,885 -38.9
23 Medf ord 58,076 - 9.8 2,759 -43.1
24 Walt ham 58 , 200 - 5.5 2, 657 - 4.4
25 Fitchburg 39, 580 - 8.7 2,536 -28 .0
MASSACHUSETTS 5,737,037 + 0.8 337, 215 -28.3
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Table 2
MASSACHUSETTS POPULATION BY AGE - 1980
GEOGRAPHIC AREA
MASSACHUSETTS
0-4
337, 215
AGE (YEARS)
5-13
737, 918
14 - 19
646, 387
20 - 21
228,772
FEMALES
15 - 44
1, 354 , 656
HSA SUB-AREAS
11
12
13
21
22
23
31
32
33
41
42
43
44
45
51
52
53
54
55
56
57
61
62
63
64
65
8
.
409
9,408
30, 135
15, 411
13,760
15, 898
15,882
10.048
7, 650
36, 368
22. 850
24 , 887
8 .935
15, 084
6, 253
14. 173
10, 917
7, 190
9 , 460
10, 212
10, 066
5. 962
6,793
7, 567
6, 172
7.725
18 ,368
19, 963
63,768
30,034
28 , 874
34 , 809
35, 212
20, 690
16, 225
71, 802
52, 675
58 , 976
23 , 098
38 , 684
13,048
30. 648
24 , 272
15, 528
21, 227
20,702
21, 614
13 ,462
15 , 861
16. 862
14 .566
16. 950
16. 858
22, 338
55, 694
24 . 787
27, 196
26. 130
28 , 162
15 , 903
12, 668
76,051
50, 323
55 . 887
19. 518
35. 930
10, 151
24 , 217
15, 605
11. 692
15,358
16. 924
16,431
12. 121
14 , 696
14,085
12, 268
15, 394
5,667
12. 875
18, 242
8.482
11. 339
7, 176
8 , 886
4 . 958
3 .520
38 . 253
19, 687
19. 161
5, 130
10,785
211
933
536
187
715
506
781
613
580
172
529
848
32. 091
46. 584
110. 883
50,011
53, 333
51, 854
53. 802
32, 102
26, 415
186, 535
115, 200
118, 954
37. 387
69. 581
21. 434
48, 973
33 , 148
23, 885
31. 124
33 . 689
35, 653
25, 408
31, 070
28 , 816
25, 401
33 , 692
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Table 3
POPULATION BY AGE
FOR THE 2 5 CITIES WITH THF T ARflPST CHILD POPULATIONS IN MASSACHUSETTS
AGE (YEARS) FEMALES
0-4 5 - 13 14 - 19 20 - 21 15 - 44
1 Boston 30. 118 57,663 63,457 33 , 090 150 , 887
2 Springfield 10.531 20,452 17 , 398 6 , 404 34.802
3 Worcester 9. 574 18. 375 18 , 689 9 ,015 36 , 375
4 Brockton 6. 988 14, 349 10 , 674 3,401 22 , 277
5 Lowell 6, 908 12. 264 10 , 682 4 , 577 21,067
6 New Bedford 6,792 12. 600 9 ,768 3,456 20 , 361
7 Fall River 6, 311 12,481 9 , 076 3,162 18,897
8 Lawrence 5, 293 8,774 6,261 2 , 305 13 , 587
9 Lynn 5,012 9,856 7 , 995 2, 581 16,846
10 Somerville 3,990 7, 921 7 , 959 4 .012 20 , 205
11 Cambridge 3 ,928 7, 247 9,848 6 , 770 28 , 287
12 Quincy 3,835 8,690 8,489 3,192 19,582
13 Newton 3.707 8, 913 9,710 3.335 21. 361
14 Framingham 3.422 7,837 7. 188 2,718 16,727
15 Chicopee 3.330 6,557 C O A QJ i on; 1 QUAX. , O OH 11, 7i Z
16 Holyoke 3. 177 5,890 4,815 1. 490 9, 241
17 Pittsf ield 3,163 6,818 5.819 1,536 11. 240
18 Haverhill 3,112 6, 222 5.021 1,616 10. 396
19 Taunton 3.070 5.898 4,827 1,624 10, 203
20 Plymouth 2.979 5,953 3.238 736 8, 136
21 Maiden 2.911 6, 195 5,037 1,776 12, 165
22 Weymouth 2. 885 7, 280 6,651 2,023 13 , 118
23 Medf ord 2,759 6,489 6,890 2,738 13 , 407
24 Walt ham 2.657 5. 570 7, 120 3,769 14, 938
25 Fitchburg 2, 536 4,665 5,053 2, 212 9 , 472
MASSACHUSETTS 337, 215 737,918 646, 387 228.772 1. 357. 022
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In 1980, there were 1,357,025 women of childbearing age (15-44
years) in Massachusetts. The general Fertility Rate (live
births/1,000 women 15-44) was 54.5 in Massachusetts in 1981 and 53.5
in 1980. There is considerable variation in fertility rates across
the state (Figure 5). The highest rates are seen in HSA III
(Lawrence area) and HSA V (southeastern Massachusetts). In these
areas, all of the subareas are above the statewide figure. Boston
is slightly below the state value and its wealthier suburbs (HSA IV)
are considerably below the state value. In some cities, such as
Lawrence, Lowell, and Holyoke, fertility rates are close to 50%
higher than the state value. Table 4 shows that of the 25 largest
cities and towns, 11 exceed the state fertility rate by more than
one standard deviation.
Teenage Births
Teenagers are at high risk for adverse pregnancy outcomes.
Complications of pregnancy and delivery, low birthweight, and infant
mortality are associated with poor nutrition, smoking, substance
abuse, and inadequate prenatal care. Pregnant teenagers, as a
group, have one or more of these characteristics with predictably
poor outcomes for the newborn and the mother. Low birthweight is
twice as common among children born to teenage mothers as it is
among children born to older women. Minority populations
consistently have teenage birth rates about double those of the
total population and triple the rates to white mothers in some areas
of the state.
Five HSA subareas (HSA 1-3, III-2. IV-1. V-5. and V-6) have
teenage fertility rates greater than one standard deviation above
the state mean (Figure 6). The lowest rates are found in the
suburbs of Boston. Urban areas characteristically have high rates
of teen births as well. Fifteen of the 25 cities with the largest
child population have teenage fertility rates higher than the state
figure (Table 4). In some cities, such as Lawrence and Holyoke with
1980 teenage fertility rates of 48.1 and 44.7 respectively, the
rates approach the Massachusetts overall fertility rate of 53.5/1000
for women aged 15-44.
Birth Trends
Since the late 1960's, the total number of births to women in
Massachusetts has declined from a peak of over 100,000 per year to
its current level of in the mid 70.000's. Reaching its lowest point
in 1976. the total number of births has recently begun to climb.
Presumably, as baby-boom women reach peak reproductive ages, and as
women who have postponed reproduction finally decide to have
children, fertility rates will continue to increase slowly, then
decline again. Some of the changes in fertility are visible in
Figure 7. The most dramatic changes have occurred to women aged 20
- 24 and 30 - 34. The proportion of births to women aged 20 - 24
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Table 4
FERTILITY RATES
FOR THE 25 CITIES WITH THE LARGEST CHILD POPULATIONS LESS THAN AGE 5
IN MASSACHUSETTS - 1980
AGE 15 -44 AGE 14- 17
City
Fertility
Rate
Number
Births
Fertility
Rate
Number
Births
Lawrence 96.5 1, 308 48.1 99
Holyoke 80 . 739 44.7 73
Lowell 75.5 1,590 3 2.7 105
Plymouth 73 . 594 11.1 13
Lynn 71 . 9 1,212 24 .
7
65
Haverhi 1
1
70.7 7 3 5 22.9 3 8
Fall River 69 . 9 1,321 19 . 5 59
Springfield 69.5 2,420 37.9 202
New Bedford 68 . 9 1, 403 22 . 4 71
Brockton 67 .
7
1, 509 19.7 73
Taunton 65 . 6 669 14 . 3 23
Chicopee 63 .
8
762 16 .
4
31
Worcester 60.8 2, 213 27 .
1
135
Pittsf ield 60.5 680 18 . 6 37
Fitchburg 57.5 545 18 .0 25
Maiden 52.1 634 4.7 8
Boston 50.8 7, 671 27. 2 454
Quincy 48.9 958 4.1 11
Medf ord 47.0 642 2.4 5
Weymouth 47.6 625 5.6 12
Soraerville 46. 1 931 6.2 14
Framingham 44. 9 751 5.7 13
Waltham 41.7 623 9.5 16
Newton 36.6 781 2.6 7
Cambridge 34. 2 967 11. 5 21
MASSACHUSETTS 53.5 72,591 12.2 2,471
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Figure 7.
AGE DISTRIBUTION OF MASS. BIRTHS 1969-1981
PROPORTION OF BIRTHS PER AO£ CLASS PER YEAR
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has shifted from 36% of all births to less than 30%. The proportion
of births to women aged 30 - 34 has increased by 50% from about 15%
of all births to about 22%. The proportion of births to women 25 -
29 years old has increased slightly. The proportion of teen births
has decreased slightly since 1975 and of births to women 35 - 39 has
increased slightly since 1976.
Poverty
Individuals and families whose incomes are at or near the
poverty line are at greater risk of maternal and child health
problems. They often lack the resources to purchase medical care,
adequate nutrition, and safe housing. Of increased concern are
individuals above the poverty line but below 200% of that line
(working poor and the recently unemployed). These individuals often
do not nave private health insurance and may be ineligible for
Medicaid. Medical care for them becomes a luxury they cannot
afford, affecting their ability to seek preventive care.
It is estimated that 112,800 children under the age of 5 are
living below 200% of poverty line. Of these, slightly less than
half (52,535) are below 100% of the poverty line. Over a quarter of
all children in Massachusetts under age five are living in or near
poverty. In 8 out of 26 HSA subareas (HSA 1-3, II-2. III-2, V-5.
V-6, V-7, IV- 1, and VI-3) more than 38% of all children under age 5
are living below 200% of the poverty line (Figure 8). The lowest
levels of poverty are found in the affluent suburbs around Boston.
In addition, the 1980 census indicated that 140,277 children aged 5
to 17 are living below the poverty line.
Urban areas have very high concentrations of poor and near-poor
populations. Nineteen of the 25 cities with the largest child
populations have a larger percentage of children below 200% of the
poverty line than the state figure (Table 5). In Holyoke, Boston,
Lawrence, Springfield, and New Bedford, more than half the children
are below 200% of poverty. In these same five cities, there are
18,419 children below poverty. This represents 35% of all the
children below 100% of the poverty line in the state.
The proportion of hospitalizations reimbursed through Medicaid
is also an indicator of poverty. State Rate Setting Commission data
for 1982 indicate that 22% of hospitalizations of children under 20
were expected to be covered by Medicaid. Another 7.6% were expected
to be self-pay; many of these may also be at or below the poverty
1 ine
.
Minority Groups
Maternal and child health status among minority populations is
poorer than that of the general population, in large part due to
restrictions on access to health care because of cultural, racial
and economic barriers. While much of the difference in health
status between whites and minorities can be explained by economic
variables, for some health problems, such as lead poisoning.
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Table 5
CHILDREN LESS THAN 5 BELOW 100% AND BELOW 200% OF POVERTY
Cities with the largest Child Populations in Massachusetts
1980
Children Below 100% Of Poverty Phi Hron Bp 1 nu onflt Of Pdvp\J L i V C .
City/Town Number Percent Estimated No. Percent
Holyofce 1, 301 41.0 1, 999 62.9
Boston 10, 290 34. 2 17 , 495 58.1
Lawrence 1,725 32.6 2,992 56.5
Springfield 3,254 30.9 5,618 53.3
New Bedford 1, 849 27 . 2 3,664 53.9
Lynn 1,341 26 . 8 2 , 427 48.4
Worcester 2,461 25.7 4,513 47.1
Fitchburg 649 25.6 1 , 207 47.6
Fall River 1,536 24 .
3
3,437 54.5
Lowell 1 , 542 22.3 3,063 44.3
Pittsf ield 706 22.3 1, 351 42.7
Haverhill 669 21.5 1,326 42.6
Cambr idge 840 21.4 1.709 43.5
Brockton 1,481 21.2 2. 972 42.5
Somerville 756 18.9 1,667 41.8
Taunton 547 17.8 1. 176 38 .3
Quincy 624 16.3 1, 282 33.4
Chicopee 538 16. 2 1, 219 36.6
Maiden 436 15.0 1,004 34.5
Walt ham 369 13.4 770 29.0
Medf ord 369 13.4 809 29.3
Weymouth 361 12.5 803 27.8
Framingham 371 10.8 774 22.6
Plymouth 303 10.2 898 30.1
Newton 194 5.2 548 14.8
MASSACHUSETTS 52. 119 15.5 112.798 33.5
~« r
minorities experience a higher incidence regardless of income level.
The largest minority groups in Massachusetts are blacks and
Hispanics. Their distribution statewide is considerably different.
Both groups tend to be heavily concentrated in urban areas
(Figure 9). The majority of black children live in the eastern part
of the state, with the largest number in Boston (Table 6). Hispanic
children are more heavily concentrated in the central and western
part of the state than are blacks (Table 7). Springfield. Holyoke,
and Worcester all have large Hispanic populations.
The third largest minority group in Massachusetts is the
Chinese. The 1980 census estimated that there were 1,724 Chinese
children under age five and 5,599 age 5 through 19. Almost half of
this population resides in Boston with an additional 15% residing in
the surrounding communities of Cambridge, Newton and Brookline.
Refugee populations have been growing steadily in Massachusetts,
particularly since 1980. The Massachusetts Office of Refugee
Resettlement estimates there are now 18,650 refugees in the state,
compared to the 2,500 reportedly in the state in 1979. The majority
of these refugees are Southeast Asian; 79% of refugee arrivals in the
state in FFY'83 were from Kampuchea, Vietnam and Laos, and 90% of the
caseload for the state's Refugee Cash and Medical Assistance Program
was Southeast Asian in April 1984. 10,900 Southeast Asians reside in
the greater Boston area. Refugees entering the United States since
1975 have a median age of 20 years. Data on 1983 arrivals in the
state, which closely parallels age distribution of all Southeast
Asian refugees settled in the country, indicates that 15.5% are under
age five, another 12.6% are between the ages of 6 and 11, and 13.3%
are between the ages of 12 and 17. Over 47% of females are between
the ages of 18 and 44.
The 1983 Massachusetts Nutrition Survey found that Asian
children, including refugees, were at particularly high risk for
malnutrition; 15.7% had height-f or-age levels below the fifth
percentile of national norms, and 11.8% had weight-f or-height levels
below the fifth percentile. The rate of undernutrition was
significantly greater for Southeast Asian children than for other
racial groups in the sample. Other health problems identified in
this population include intestinal parasites, tuberculosis,
iron-deficiency anemia, hepatitis B and dental caries.
Southeast Asian refugees come from war-torn countries where poor
sanitation, lack of adequate medical care and limited access to food
all contributed to poor nutritional status. Once in the United
States, many of these refugees live in crowded conditions, have
limited financial support and can't rely on familiar foods and
traditional methods of procurement of food, such as fishing and
gardening
.
WIC Program providers have found that Southeast Asian women who
become pregnant have short inter conceptua 1 periods, iron-deficiency
anemia and poor weight gain. Many have also experienced miscarriage
and one or more of their children may have died. Infants tend to be
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Table 6
TOP 10 CITIES WITH THE LARGEST POPULATION OF BLACK CHILDREN
LESS THAN AGE 5 IN MASSACHUSETTS - 1980
Number Black Children In City Black Children In City
Black Children As A % Of All Black As A % Of All Children
Less Than Age 5 Children In State In City
MASSACHUSETTS 18,658 100.00 100.00
1 - Boston 10,680
2 - Springfield 2,272
3 - Cambridge 742
4 - Worcester 530
5 - Brockton 493
6 - Lynn 306
7 - New Bedford 261
8 - Lawrence 188
9 - Lowell 138
10 - Holyoke 119
57.2
12. 2
4 .
2.8
2.7
1.6
1.4
1.0
0.7
0.6
35.2
21.6
18.9
5.5
2.0
3.7
15,731 17.8
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Table 7
TOP 10 CITIES WITH THE LARGEST POPULATION OF CHILDREN
OF SPANISH ORIGIN LESS THAN AGE 5 IN MASSACHUSETTS - 1980
# Spanish Origin Spanish Origin Children Spanish Origin Children
Children Less Than In City As A % Of All As A % Of All Children
Age 5 Spanish Children In State In City
STATE
1
2
3
4
5
6
7
8
9
LO
Boston
Spr ingf ield
Lawrence
Worcester
Ho lyoke
Lowell
New Bedford
Cambridge
Brockton
Framingham
17, 900
4 , 188
2, 018
1,655
1, 098
1, 043
684
565
536
330
326
100.0
23 . 4
11. 3
9.2
6.1
5.8
3 .
1.8
1.8
100.0
13.9
19.2
31.3
11.5
32.8
9.9
8.3
13 .6
4.7
9.5
12,443 69.5 14.3
- 40 -
weaned early from breast to formula and often develop problems of
severe dental caries and nutrient deficiencies as a result.
Southeast Asian refugees are also vulnerable to the effects of mass
advertising, and conseguently develop some food habits which can be
detrimental to their health.
Unemployment
The unemployment rate is important as a population indicator
because people out of work are often not eligible for Medicaid and
other forms of public assistance. Simultaneously, they are not able
to afford payments for health insurance. Sustained high rates of
unemployment or large numbers of long-term unemployed people
indicate the possibility of future health problems. The ability to
afford adeguate prenatal care is of particular concern with respect
to maternal and child health. Rates of child abuse, and infant and
neonatal mortality may be affected as well.
In Massachusetts, the unemployment rate declined from 6.9%
(205,337) of the population in 1983 to 4.8% (145,000) in 1984.
Unemployment remains relatively high in southeastern (New Bedford,
Fall River, Taunton, and Brockton) and western (North Adams and
Athol) Labor Market Areas of the state (Figure 10). The City of
Boston continues to have the highest number of unemployed in the
state (Table 8 )
.
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Table 8
1984 UNEMPLOYMENT RATE FOR THE 25 CITIES WITH
THE LARGEST POPULATIONS OF CHILDREN UNDER AGE 5
City/Tovn Unemployment Rate
Period Job Seekers
Number Unemployed
New Bedford
Fall River
Taunton
Fitchburg
Lawrence
Brockton
Spr ingf ield
Plymouth
Holyoke
Haverhill
Pittsf ield
Boston
Worcester
Chicopee
8 . 6
8.4
7.5
7 . 4
7.0
6.6
6 . 5
6 . 5
6 . 3
5 . 9
5.7
5.5
5.4
5.2
4109
3512
1561
1365
2283
3007
4828
1084
1302
1517
1693
15944
4209
1551
Massachusetts 4 .
8
145000
Lowe 1
1
Lynn
Somervi lie
Ma lden
Weymouth
Medf ord
Quincy
Cambridge
Waltham
Newton
Framingham
4 .
7
4 . 5
4 . 5
4 . 4
4.4
4 . 1
4 . 1
4.0
3 . 1
2.9
2 . 8
2670
1748
1896
1220
1335
1260
1880
2220
1031
1387
1088
Data Source: Division of Health Statistics and Research. MDPH
Prepared By: Division of Family Health Services. MDPH
0112A
2. HEALTH STATUS INDICATORS
Health status indicators include a variety of measures used to
assess the significance and location of known health problems.
Low-birthweight rates, neonatal and infant mortality rates, and
mortality rates for children and youth are reliably reported and
widely comparable to national statistics. Other health status
indicators discussed in this document are congenital anomaly rates,
incidence of lead paint poisoning, nutritional status and childhood
injuries. The data for this latter group of health status
indicators are either not based on statewide statistics or are
believed to be less-rel iably reported. Many of these rates can be
extrapolated from sample statistics or indirectly estimated.
Infant and Neonatal Mortality
The rates of neonatal and infant mortality are good indicators
of maternal and child health problems as well as the overall health
of a community or population. The neonatal mortality rate (NMR)
measures the number of deaths of infants less than 28 days old per
1,000 live births. The infant mortality rate (IMR) is the number of
deaths of infants less than one year old per 1,000 live births.
In 1983, there were 682 infant deaths in Massachusetts,
resulting in an IMR of 9.0; 483 of these were neonatal deaths, for a
NMR of 7.1 (Table 9). Between 1981 and 1982, infant and neonatal
deaths increased significantly. The IMR rose from 9.6 in 1981 to
10.1 in 1982, which was the first increase in nine years and the
largest increase in seventeen years. The NMR also rose from 6.9 in
1981 to 7.6 in 1982. The rates for 1983 suggest that the overall
decline in the state rate as witnessed over the past decades is
continuing. The factors behind the increase in IMR and NMR in 1982
are complex. Since poverty, stress, lack of resources or access to
sufficient food and medical care are associated with infant
mortality, increased unemployment and cutbacks in federal health and
human services in 1982 may have led to the increase. Similarly,
recent increased state support for a variety of programs that
contribute to improved maternal and child health, as well as overall
improvement in the state's economy, may be associated with the
apparent continuing decline in the IMR.
The 1983 Massachusetts IMR of 9.0/1000 live births is
considerably lower than the provisional, national rate of 10.9/1000
live births and meets the Surgeon General's 1990 objective for the
nation. However, Massachusetts and especially the U.S. continue to
have higher IMRs than many other industrialized nations (Table 10).
Sweden, for example, had a 1982 IMR of 6.8 - roughly 30% lower than
the Massachusetts rate and 40% below the U.S. rate.
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Table 9
RESIDENT INFANT AND NEONATAL DEATHS
1940 - 1983
DEATHS UNDER 1 YEAR DEATHS UNDER 2 8 DAYS
Number
2,450
2.277
2.492
1. 583
1.462
1. 164
1. 104
976
903
799
806
753
759
748
710
764
682
Per 1.000
Live Births
37 . 5
23 . 8
22 . 2
16 . 9
16 . 8
15 . 1
15 . 2
13 . 9
13 . 2
12 . 1
11 . 8
11.0
10.8
10. 3
9 . 6
10. 1
9.0
Number
1. 655
1. 750
1. 571
1.231
1.130
896
861
763
678
585
616
552
563
550
510
573
483
Per 1.000
Live Births
25 . 3
18 . 3
16 . 4
13 . 1
13.0
11. 6
11.9
10. 8
9 . 9
8 . 9
9 . 1
8 . 1
8 .
7 . 5
6 . 9
7 . 6
7 . 1
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Table 10
INFANT MORTALITY RATES
FOR SELECTED COUNTRIES
1982
Country IMR
Finland 6.0
Japan 6.6
Sweden 6.8*
Switzerland 7.7*
Norway 8.1
Denmark 8.2
Netherlands 8.3
Canada 9.1
France 9.3*
Spain 9.6
Hong Kong 9.9
Massachusetts 10.1
Australia 10.3*
Ireland 10.5*
Singapore 10.7*
German Federal Republic 10.9
United Kingdom 11.0*
United States 11.2*
German Democratic Republic 11.4
Belgium 11.7*
New Zealand 11.8*
Italy 12.7*
Austria 12.8*
Israel 13.9
Greece 14.3*
Czechoslovakia 16.2*
*Provisional
Data source: United Nations Statistical Office
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While the overall I ME has generally been declining, large
racial differences persist in both Massachusetts and the U.S. The
blacfc IME (19.5 in 1983 ) is more than double the white IME (8.5 in
1983). (See Figure 11.) The disparity in 1MB for blacks and other
nonwhite populations is paralleled in virtually every other
health-status indicator and shows the need for continued improvement
in maternal and child health services to these groups,
There is a great deal of geographic variation in infant
mortality rates across the state (Figure 12). In 1982, three HSA
subareas (HSA 1-3. 1 1 1 - 3 , and IV-1) had IMEs greater than one
standard deviation above the state mean.
Within HSA subareas. cities frequently stand out with much
higher rates than the surrounding region. Tables 11 and 12 show the
1MB and NMEs for cities with large populations of children. Both
five-year averages and single-year rates are shown. Springfield,
Holyoke, Boston, and Haverhill have consistently had very high
infant and neonatal mortality rates during the past five years.
These rates must be interpreted cautiously, as the actual number of
deaths is often quite small, and rates may fluctuate a great deal
from year to year
.
Boston is an area of particular concern since it has more
infant deaths than any other city in the Commonwealth. In 1983 the
1MB in Boston was 11.5 compared with 9.0 for Massachusetts,
variations in infant mortality within Boston neighborhoods reflect
the variations across Massachusetts communities. (Table 13)
Low 3irthweiqht
Low birthweight (LBW) is associated with a variety of factors
affecting maternal and child health including race, age of mother,
smofcing. nutritional status, and the adequacy of prenatal care. Low
birthweight babies (those less than 2501 grams) have a much higher
risfc of morbidity and mortality than normal birthweight babies. The
neonatal mortality rate in Massachusetts for LBW babies was B7.6 per
1000 live births for the period 1979-83, as compared to 1.6/1000 for
normal birthweight (2500-4500 grams) babies. The mortality rate
rises dramatically for very low birthweight babies, 419.3 per 1 , 000
live births under 1500 grams. (See Table 14.)
Low birthweight rates in Massachusetts have declined slowly
from 7.4/100 in 1970 to 5.9/100 in 1983. In 1983. there were 4,461
LBW babies. There is some variation statewide and LBW births
generally account for about 6% of all births (Figure 13).
Much of the statewide variation in LBW rates is a result of
economic and social conditions. Minorities and the poor are at much
higher risfc of having LBW babies. The low birthweight rate for
blacfcs in 1983 (12.3 per 100 live births) was more than twice the
rate for whites (5.4), (Figure 14) and showed an increase from the
1982 rate of 11.6.
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Table 11
INFANT MORTALITY RATE
FOR 25 LARGEST CITIES IN MASSACHUSETTS
(Based on number of births)
Number of
5 Year IMR 1 Year IMR Infant Deaths
City 1979-83 1978-82 1983 1982 1983 1982
Springfield 15.7 15.8 12.1 15.0 30 37
Holyoke 15.7 14.8 13.8 10.5 10 8
Haverhi 1
1
14.0 12.6 21 .9 17.5 16 13
Boston 13.6 14.5 11.5 15.8 96 132
Lawrence 11 .8 12.1 6.8 16.8 9 21
Fitchburg 11.6 12.6 6.7 15.8 4 9
Brockton 11.6 11.3 10.3 8.2 1 7 1
3
Maiden i i c11.5 11 c11.5 11.0 l A r10.5 8 7
Worcester 11.3 11 .8 11.2 11.2 26 26
New Bedford 11.3 11.2 11.2 14.3 16 22
Chicopee 10.8 10.1 13.0 12.5 9 9
Lowe 11 10.7 11 .9 10.8 9.2 17 15
Medf ord 10.4 12.0 4.4 23.2 3 1 5
Lynn 10.3 11.9 9.5 9.9 1
2
1 o
1
Massachusetts 9.9 10.3 9.0 10.1 682 764
Fall River 9.0 10.2 7.5 9.9 10 1
Somervi 1 1
e
Q A8.9 a A9.0 9 .
4
3 . 9 3
Quincy 8 .
8
9 .
6
7.7 1 A 110.1 8 1
Waltham 8.8 8.1 10.9 7.8 7 5
Plymouth 8.7 7 .0 1 A Q10.8 8 .
5
6 5
Taunton 8.5 9.5 5.9 8.6 4 6
Framingham 8.2 8.6 6.7 5.9 5 4
Cambridge 7.8 9.4 2.8 7.9 9 8
Pittsfield 7.7 8.9 8.8 7.5 6 5
Weymouth 7.7 6.9 10.2 3.0 7 2
Newton 6.2 6.2 10.3 4.8 9 4
Data Source: Division of Health Statistics and Research, MDPH
Prepared By: Division of Family Health Services, MDPH
0112A
Table 12 50
NEONATAL MORTALITY RATE
FOR 25 LARGEST CITIES IN MASSACHUSETTS
(Based on number of births)
Number of
5 Year NMR 1 Year NMR Neonatal Oeatf
City 1979-83 1978-82 1983 1 982 1983 1982
Spri ngf i el
d
12.1 12.2 8.4 12.6 21 31
Holyoke 11 .8 10.3 12.5 7.9 9 6
Maiden 9.7 9.9 8.2 7.5 6 5
Boston 9.5 10.4 8.4 11.5 70 96
Haverhi 1
1
9.5 8.9 11 .0 12.1 8 9
New Bedford 9.2 9.1 8.4 13.0 12 20
Medford 9.1 11.0 1 .5 23.2 1 15
Worcester 8.8 9.2 6.9 8.2 16 19
Lawrence 8.7 8.5 6.0 10.4 8 13
Brockton 8.4 8.4 4.8 7.5 8 12
Lynn 7.5 8.5 6.3 9.1 8 12
Chi copee 7.5 7.0 8.7 8.3 6 6
Fi tchburg 7.3 8.1 5.0 8.8 3 5
Massachusetts 7.3 7.6 6.4 7.6 483 573
Somervi 1 1
e
6.8 6.6 8.4 3.0 8 3
Lowe 1
1
6.7 7.2 7.6 4.3 12 7
Wa 1 tham 6.3 5.9 6.2 6.2 4 4
Cambri dge 6.2 6.9 2.8 5.9 3 6
Fall River 6.0 6.8 6.0 5.3 8 7
Frami ngham 6.0 6.1 5.4 5.9 4 4
Taunton 5.9 6.5 3.0 5.7 2 4
Oui nc
v
5.9 6.4 5.8 6.0 6 6
Pittsfield 5.6 7.4 4.4 5.7 3 4
P 1 ymout
h
5.6 4.2 7.2 3.4 4 2
rtcymuu til c. e.j . j 5 ft 5.8 3.0 4 2
Newton 4.7 5.4 5.7 3.6 5 3
Data Source: Division of Health Statistics and Research, M0PH
Prepared By: Division of Fami ly Health Services, MDPH
0112A
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Table 14
DISTRIBUTION OF BIRTHS AND NEONATAL MORTALITY RATE
BY BIRTHWEIGHT
MASSACHUSETTS 1979-83
Birthweiqht
< 1500 grams
1500-1999
2000-2499
2500-3999
4000-4500
> 4500 grams
Unknown
Proportion
Of Births
1.0
1.1
3 . 8
82 .7
9 . 3
2.0
0.1
Neonatal
Mortality Rate
419 . 8
40. 9
11. 9
1.6
1.2
2 . 2
342 .0
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The areas with the highest LBW rates (HSA 1-3, 1 1 -2 . and IV-1)
generally rank high on other problem indicators as well, such as
unemployment rate. The cities with the largest 5-year rates
(1979-1983) are Boston (8.6), Holyoke (8.3), Springfield (8.2).
Worcester (7.3), Brockton (6.9) and Maiden (6.9). New Bedford,
Taunton, Lawrence, Lynn, Fall River, Pittsfield, Cambridge,
Chicopee, Haverhill and Lowell also have rates in excess of the
Massachusetts 5-year low birthweight rate of 6.0 births. (Table 15)
Geographic variations in low birthweight rates are also
reflected in Boston neighborhoods. In 1983, the low birthweight
rate for Boston was 8.7, exceeding the state rate of 5.9. Several
Boston neighborhoods stand out with exceedingly high rates.
(Table 13)
Congenital Anomalies and Genetic Diseases
In 1983, 780 congenital anomalies were reported in
Massachusetts on birth certificates. This number substantially
underestimates the true rate since in many cases congenital
anomalies are not noticed until some time after birth. Some
hospitals and physicians may be more conscientious about reporting
congenital anomalies than others. There is also variation in the
severity of disorders reported. Thus the marked statewide
variations in congenital anomaly rates probably have little
meaning. Table 16 shows the estimated distribution of genetic
disease and the number of reported congenital anomalies by HSA. In
1982, 24.8% of all neonatal deaths were due to congenital anomalies,
while 16.2% of all deaths in the postneonatal period were due to
congential anomalies.
Three broad categories of developmental and genetic disorders
can be distinguished:
1. Multifactorial disorders - such as cleft lip. club foot,
anencephaly
.
2. Inherited traits - such as cystic fibrosis, sickle cell
anemia
.
3. Chromosomal abnormalities - such as Down's syndrome.
Table 17 shows the estimated extent of some of these
disorders. Approximately 1,400 births each year are affected.
Another 2.100 children between ages 1 and 9 will be found to have an
undiagnosed congenital disorder.
City
Table 15
LOW BIRTHWEIGHT RATE
FOR THE 25 CITIES WITH THE LARGEST CHILD POPULATION
MASSACHUSETTS
5 Year Rate
1979-83 1978-82
1 Year Rate
1983 1982
Number of Low
Birthweight Births
1983 1982
Boston
Holyoke
Springfield
Worcester
Brockton
Maiden
New Bedford
Taunton
Lawrence
Lynn
Fall River
Pittsfield
Cambridge
Chicopee
Haverhi 1
1
Lowe 11
8.6
8.3
8.2
7.3
6.9
6.9
6.7
6.7
6.6
6.5
6.5
6.5
6.5
6.3
6.2
6.1
8.7
8.2
8.0
7.4
7.0
6.5
7.0
6.8
6.6
6.9
6.8
6.8
6.3
6.4
6.8
6.5
8.7
8.3
8.9
7.4
6.6
6.9
6.9
5.9
6.3
5.2
5.1
7.0
6.5
5.3
5.1
5.3
8.5
7.4
8.1
7.8
5.8
7.5
7.2
6.7
7.6
7.2
5.9
4.8
6.6
5.7
5.9
6.6
727
60
222
172
109
50
98
40
83
67
68
48
69
37
37
84
711
56
199
181
92
50
111
47
95
95
78
32
67
41
44
107
Massachusetts 6.0 6.1 5.9 5.9 4461 4447
Somervi lie
Waltham
Framingham
Fi tchburg
Quincy
Plymouth
Medford
Weymouth
Newton
6.0
5.9
5.8
5.6
5.5
5.4
5.3
5.0
4.9
6.1
6.0
6.2
6.4
5.4
5.3
5.9
4.7
4.9
4.9
4.5
5.6
4.9
5.7
5.2
3.5
5.8
4.3
4.5
5.8
4.1
4.6
3.7
6.8
5.9
5.7
5.4
47
29
42
29
59
39
24
40
38
45
37
28
26
37
40
38
38
45
Data Source: Division of Health Statistics and Research, M0PH
Prepared By: Division of Family Health Services, MDPH
0112A
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Table 16
ESTIMATED AND REPORTED PREVALENCE OF GENETIC DISEASE
AMONG NEWBORNS IN MASSACHUSETTS
Estimated Number Congenital Anomalies
Births in of Newborns with Reported in 1981**
HSA 1981 Genetic Disease* # Percent of Births
I 10,511 210 257 2.5
II 9. 327 187 88 0.9
III 7.273 145 83 1.1
IV 25.020 500 113 0.5
V 14. 140 283 94 0.7
VI 7, 660 153 62 0.8
STATE 73.931 1.478 697 0.9
(2%)
This compilation is based upon the data collected from a prospective study
by Lewis Holmes of 18.155 newborns at the Boston Hospital for Women (BLI),
published by the Massachusetts Developmental Council as a booklet entitled
"Malformed Newborn-Practical Perspectives."
Based on information reported on the Birth Certificate. Much of the
difference in rates among HSAs is due to variation in reporting practices
by hospitals rather than true geographic differences.
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Table 17
ESTIMATED OCCURRENCE OF GENETIC DISEASES IN NEWBORNS
IN MASSACHUSETTS
DISORDER % OF ALL ESTIMATED ANNUAL NUMBER**
NEWBORNS AFFECTED* OF BIRTHS WITH DISORDER
MULTIFACTORIAL DISORDERS
1) Neural tube defects 0.1 96
2) Cardiac anaoraalies 0.3 204
3) Cleft lip and/or palate 0.08 54
4) Club foot 0.1 96
5) Congenital hip <_ 0.1 46
dislocation
6) Other < 0.
1
50
(hypospadias, etc.)
TOTAL 0.7 546
MENDEL IAN INHERITANCE
1) Autosomal Dominants 0.3 220
2) Autosomal Recessives < 0.1 35
3) X-linfced Recessives <_ . 4
TOTAL 0.4 259
CHROMOSOMAL ABNORMALITIES
1) Down's Syndrome (trisomy 21) 0.1 77
2) Trisomy 13 < 0.1 12
3) Others < 0^1. 12
TOTAL 0.2 101
OTHER AND UNKNOWN 0.7 471
GRAND TOTAL 2.0 1377
* Estimates based on data from 18,155 newborns at Boston Hospital for Women.
Source: The Malformed Newborn: Practical Perspectives . 1976 Lewis
Holmes, M.D., published by Massachusetts Developmental
Disabilities Council.
** Estimate based on 70.000 births per year.
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In iur ies
Each year there are 380.000 injuries to children and
adolescents serious enough to require emergency room treatment.
Accidents are the leading cause of disability and death among
children over the age of 1. The most common kinds of accidents are
similar at all ages, but their relative frequencies vary
considerably at different ages (Table 18). Falls are common at all
ages but decline in frequency with age. Sports accidents appear in
significant numbers at about age 6 and are the leading cause of
injury among teenagers (Figure 15).
The rate of accidents rises generally with age, particularly
after age 3 (Figure 16). Boys are more likely to be injured than
girls. The differential between male and female injury rates
increases with age.
Overall, only about 3% of all injuries seen in emergency rooms
are serious enough to require hospitalization (Table 18). Here too,
there is considerable variation by type of injury. Motor vehicle
related accidents, burns, swimming accidents, and fractures all have
high hospitalization rates.
Even though accidents are the leading cause of death, mortality
from accidents is generally quite low. Motor vehicle related
accidents, burns, electrocution, and drowning account for most of
the deaths. Less than a tenth of 1 percent of all accidents result
in death (Figure 17). Injuries resulting from motor vehicle related
accidents are largely to the head and face and often result in
epilepsy, spinal cord damage and varying degrees of brain damage.
Data collected through the Massachusetts 1984 Survey of
Passenger Restraint Use indicates a steady downward trend of use of
child seats and seat belts with increased age (Figure 18).
The preventable nature of most accidents provides a strong
basis for the development of programs to assist families and
communities in reducing the high rates of injury. The Statewide
Childhood Injury Prevention Program and the Massachusetts Passenger
Safety Program provide a number of services aimed at achieving this
goal
.
Childhood Mortality
Mortality rates among children are high at birth, then fall
rapidly. They begin to rise significantly in the early teenage
years. Most deaths below the age of 1 are the result of congenital
defects. Sudden Infant Death Syndrome (SIDS). and a variety of
perinatal conditions such as complications of delivery. After age
1. accidents are the leading cause of death for all ages. Motor
vehicle accidents (including bicycle, pedestrian and occupant
related), in particular, are a major cause of death at ages beyond 1
year. Males are more likely to die than females at each age group.
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Table 18
ESTIMATES OF STATEWIDE INJURY FREQUENCY, EMERGENCY ROOM VISITS
AND HOSPITALIZATIONS
FIVE MOST COMMON INJURY TYPES BY AGE GROUP
Rate/10,000 Number Of Number Seen In Number*
Injury Type Population Injuries Emergency Room Hospitalized
0-5 Years old - 1980 Population - 404,764 children
9 -l 1 1 A*Fa lis 797.7 3 2,300 31, 100 1, 100
Struck by Object 275.2 11. 100 11, 100 10
Cut by Object 149.7 6, 100 6, 000 100
Poison 81.4 3 , 300 3 , 000 300
Burns 70. 1 2, 800 2, 400 200
Total Injury Rate 1,726.0 70 , 000
6-12 Years old - 1980 Population - 576,555 children
Falls 553 . 8 32 , 000 31, 000 1. 000
Struck by Object 394.8 22. 800 22, 500 300
Sports 336 .8 19 , 400 18. 700 600
Cut by Object 275. 6 15 . 900 15, 800 100
Pedal Cycle 122.8 7. 100 6, 500 500
Total Injury Rate 2,004.0 115, 500
13-19 Years old - 1980 Population - 740, 201 children
Sports 689 .7 51. 100 50, 000 Li 500
Struck by Object 409 . 3 30, 300 30 , 000 400
Cut by Object 384 . 1 28 , 400 28 , 000 400
Falls 348.9 25 , 800 25. 300 500
Motor Vehicle-Occup. 195 . 5 14 , 500 13 , 000 Li 500
Total Injury Rate 2. 659 .0 196 . 800
OVERALL INJURY RATE 2, 220.3
TOTAL NUMBER OF INJURIES IN MASSACHUSETTS ANNUALLY = 380. 000
NOTE: Estimates projected from SCIPP data and 1980 U .S. Census
.
All numbers rounded to nearest 10 or 100.
* Because of roundina. Numbers Hospitalized and Numbers Seen In
Emergency Rooms do not always equal the total number of injuries
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This disparity is particularly marked for deaths due to motor
vehicle accidents, suicides, and homicides. Non-white males in
their 20' s and 30 's have a higher rate of homicides than any other
age. sex or gender group.
The total annual number of childhood deaths is relatively
small. In 1980, there were deaths to children under age 19.
Infant deaths accounted for 748 of these. Figure 19 presents
leading causes of death by age group for combined data from 1975 to
1980. No trends in mortality are apparent during this period and
the year to year variation is high. The same 4 to 6 causes are
always among the leading causes of death but their ranking varies
from year to year. The significance of accidental deaths is
immediately obvious. Various forms of cancer are also a significant
fraction of childhood deaths even through their absolute numbers are
small. While mortality rates for young children have declined in
the past decade, those for adolescents and young adults have shown
an increase. The mortality rate for children ages one through 14
has declined from 37.3 in 1970 to 27 in 1980. a 27.6% change
decrease. For those aged 15 through 24, the rate has risen from
84.1 in 1970 to 85.3 in 1980, a 1.4% change increase. Motor vehicle
accidents account for roughly half of the deaths in this age group.
The Division is currently conducting a study of 1985 child and
adolescent mortality which will provide additional detailed
information on trends, patterns and characteristics of these deaths.
Lead Poisoning
Lead poisoning is caused primarily by the ingestion of lead
paint. There are approximately 371.000 children in the high-risk
group of six months through 5 years of age. In January. 1985,
Centers for Disease Control recommended lowering the acceptable
blood lead level from 30 to 25mcg/dl and the erythrocyte
protoporphyrin (EP) level from 50 to 35 racg/dl. Under the new
guidelines the number of children considered to be at risk for lead
poisoning is estimated between 8.000 and 12,000. (Figure 20)
The areas of highest risk are older urban communities where
much of the housing predates 1950. Table 19 shows the amount of
housing predating 1950 in the 25 cities with the largest childhood
populations. In the state as a whole, 1.2 million housing units are
likely to contain lead paint. In most of the cities shown, more
than two-thirds of all housing units are old. Table 19 also
indicates the number of pre-1950 renter-occupied housing units,
which are less likely than owner-occupied units to be well
maintained
.
Minorities and the poor are at higher risk of exposure to lead
hazards than the general population. The poor are generally unable
to afford modern housing and are more apt to rent older units which
may be less well maintained than modern housing units. Black
children are at higher risk for lead poisoning, independent of
family income level and level of urbanization.
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Table 19
PRE-1950 HOUSING UNITS FOR THE 25 MASSACHUSETTS CITIES
WITH THE LARGEST CHILD POPULATIONS IN MASSACHUSETTS
(Based on 1980 Census Data)
All Pre-1950 Housing Units Number of Pre-1950 Renter
Citv # Units \ of Housinq Units Occupied Housing
Somerville 26. 684 86.2 16. 327
Medf ord 16.508 80.0 6. 641
Fall River 28 . 648 77.4 18.066
Lynn 25. 178 77.2 12. 124
Cambridge 31.349 75.9 21.621
New Bedford 29. 626 75.0 16.935
Fitchburg 11.471 74 . 8 5 . 601
Boston 179.267 74 . 3 112. 878
Lawrence 19.278 74 . 2 11.833
Newton 20. 907 71.9 5 . 897
Worcester 43 . 609 70. 8 22. 561
Maiden 15.149 70. 6 7. 390
Lowe 1
1
24 . 411 70.0 12. 145
Haverhill 12,807 69 . 2 5 , 485
Holyolce 12 .361 68 . 6 7.235
Pittsf ield 13.989 68 . 5 5 . 885
Quincy 22. 960 67 .0 8.933
Taunton 10. 961 65.5 4.707
Springfield 36. 337 61. 9 17.228
Wal tham 12.054 56 . 8 6. 586
Brockton 18.479 53 . 3 9.243
Chicopee 10. 647 50. 5 5. 169
Weymouth 9.333 47.0 1. 876
Plymouth 4.766 36 . 2 1.927
Framingham 6. 923 28 .
1
3 .268
MASSACHUSETTS 1.211.497 56 . 6 540. 908
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Nutritional Status
While the Massachusetts MCH program has attempted to address
needs related to nutritional health through a number of programs,
until recently, there was little data to indicate the extent of need
for services to improve nutritional status. However, the results of
the 1983 Massachusetts Nutrition Survey (MNS) provided sound
evidence that chronic malnutrition is a significant health problem
among poor, young Massachusetts children.
The MNS collected information on 1.429 children aged six months
to six years who receive care at community health facilities serving
20 cities and towns with high proportions of poor individuals
(Figure 21). thus focusing on a population that is particularly
vulnerable to nutritional insults. Height and weight measurements
were made, recent laboratory blood test data obtained and interviews
with families were conducted, in order to describe the socioeconomic
characteristics of children studied.
The survey methodology was developed by the Division in
consultation with a group of nutrition experts and pediatricians,
including those whose initial case reports of malnutrition prompted
the legislature to provide funds for the survey. The major findings
related to nutritional status included:
• Malnutrition is a significant health problem among poor,
young children .
9.8% of the sampled children were stunted, or had
height-f or-age levels below the 5th percentile of national
norms, twice what would be expected. This finding means
that an estimated 10,000 to 17.500 poor, young children
across the state may be suffering from inadequate food
intake over a prolonged period of time, with consequences
for learning abilities and health status.
• 3% of the sampled children were wasted, or had
weight-f or-height levels below the 5th percentile of
national norms. While the extent of wasting was less than
would be expected, these children will require follow-up
and may require medical attention as well.
• 12.2% of the children who had had recent blood tests were
anemic. Prolonged iron deficiency may result in learning
problems, impairment of body defenses against infectious
diseases, and greater risk of lead poisoning.
• 18.1% of the children had one or more of the above three
indicators of undernutrition. Additionally, 8.1% of the
children sampled were obese, a significantly higher
percentage than would be expected. (Figure 22.)
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• The poorest group of children had the highest levels of
stunting .
Even though the entire survey sample consisted of low
income children, differences in the magnitude of stunting
were found according to income level. 10.5% of the sampled
children whose families lived below the federal poverty
line ($8,220 for a family of three) were stunted, more than
double the percent for those sampled children whose
families' income was somewhere above 200% of the poverty
line. This difference existed across all racial/ethnic
groups, but was most pronounced for white children. The
level of stunting for white children below the poverty line
was significantly higher than that for white children in
higher income groups. (Table 20.)
Southeast Asian children appeared to be at particularly
high risk for malnutrition. 15.7% of Southeast Asian
children in the sample were stunted; 11.8% were wasted.
Both these levels were significantly higher than for the
other racial groups. Some of these children were recent
immigrants, but many were born in the U.S.
Those children enrolled in the Medicaid program evidenced a
higher level of stunting than the children whose medical
care was covered by another source. 12% of the children on
Medicaid had this indicator of chronic undernutrition
(Figure 23). This finding alerts the state Medicaid
program, particularly its Project Good Health component, to
pay special attention to the preventive health needs of
these children.
The findings of the MNS which related to food and income
services are included under the "Service Indicators" section of this
report, on page 97. The Division will be designing an ongoing
system for nutrition surveillance during FFY 1986.
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Table 20
198 3 MASSACHUSETTS NUTRITION SURVEY
Percentage Low Height-f or-Age by Poverty and Race
POVERTY LEVEL
less than
100%
BLACK
7.0
HISPANIC
7.2
WHITE
16.2
OTHER 1
14.6
TOTAL
10. 5
100-200% 5.2 5.4 10. 3 12 . 5 8.8
greater than
200%
5.9 5.4 5.0
The Other category is comprised primarily of Asians. It also includes
American Indians and people who were reported as Other .
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3. SERVICE INDICATORS
Prenatal Care
Early, continuous and comprehensive prenatal care is associated
with positive birth outcome. To be effective, prenatal care must
begin within the first three months of pregnancy (first trimester),
assess a woman's risk for delivering prematurely or developing other
problems during pregnancy, promote an adeguate diet and
breastfeeding, reduce or eliminate substance use, assist the woman
in assuring adeguate income and reducing stress in her environment,
and provide family planning services.
In Massachusetts, babies born to women who had no prenatal care
have a neonatal mortality rate ten times greater and a low
birthweight rate five times greater than for women who receive
adeguate care (Figure 24).
The birth certificate provides the only statewide information
on utilization of prenatal care. An index is derived from the
trimester in which prenatal care began and the number of prenatal
visits, adjusted for gestational age. While this index does not
indicate whether a woman has received the kind and amount of
prenatal care she needs, it measures the number of visits she
receives against a minimal standard (nine visits over the course of
a full-term pregnancy).
After steadily increasing to a high of 82.9% in 1981, the
percentage of women receiving adeguate prenatal care in
Massachusetts began to decline in 1982, with 81.8% receiving
adeguate prenatal care. This percentage declined to 79.8% in 1983
(Table 21). The percentage of women receiving inadeguate or no
prenatal care increased from 2.7% in 1981 to 3.2% in 1983.
Another measure of the adeguacy of prenatal care is the
trimester in which prenatal care began. In 1983, of those women
with known trimester of registration. 85.6% registered in the first
trimester, 12% in the second trimester. 2% in the third, and .4% did
not register for prenatal care. The percent registering in the
first trimester declined from 88% in 1982.
Registration for prenatal care varies by community (Figure 25,
Table 22). Holyoke, Springfield and New Bedford have a low
percentage of women receiving adeguate prenatal care (45.1, 64.8,
65.1 respectively) and a low proportion of births among women who
registered early for prenatal care (52.6, 67.9, 73.8 respectively)
compared with the average. Fifteen of the 25 largest cities in the
state exceeded the state rate (3.2%) for percentage of women
receiving no or inadeguate prenatal care, including some which
generally compare favorably with other areas of the state on
measures of infant health status.
Pregnant teenagers are less likely to obtain early prenatal
care as compared to older women. While 90.2% of births to women
over age 19 had prenatal care in the first trimester in 1982, this
percentage drops to 70.3% for women age 18-19 and to 61.1% for teens
under age 18.
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Table 21
PRENATAL CARE UTILIZATION 0EF1NED IN TERMS OF TRIMESTER OF REGISTRATION
AND QUANTITY OF PRENATAL VISITS, ADJUSTED FOR LENGTH OF GESTATION
MASSACHUSETTS RESIDENTS 1983
PRENATAL CARE
ADEQUATE INTERMEDIATE INADEQUATE OR NONE
k % %
Ho 1 yoke AC 14 5.1 41 .9 13.0
Springf ield L A Q64 . 8 27 .
6
7 .
7
New Bedt ord b5 . 1 30 .
7
4 . 2
ran River 66 . 5 29 .
5
4 . 1
Ch i c opee bo . J 26.6 5 . 1
Lynn DC . <?4 . c b . 4
F i tc hburg by . b 27.1 o . 4
Lowe 1
1
b9 .
7
24 .
4
6 .
d r oc Kxon 1 1 . c c J . U C QJ .
Taunton 73.8 21 .0 5.2
Lawrence 75.9 20.3 3.7
PI ymouth 79.0 16.7 4.3
Boston 79 .3 17.7 3.1
Worcester 79.4 17.8 2.9
MASSACHUSETTS 79.8 17.0 3.2
Cambn dge 80.0 16.2 3.8
Pittsf ield 82.2 14.4 3.4
Somervi 1 1 e 82.2 15.2 2.6
Haverhi 1
1
82.8 15.3 1 .8
Maiden 84.7 13.0 2.3
Medf ord 87.2 10.6 2.2
Wa 1 tham 88.4 9.7 1.9
Quincy 89.2 9.4 1 .4
F rami ngham 89.3 7.0 3.7
Newton 90.3 8.9 0.8
Weymouth 92.2 6.3 1 .5
Prepared by: Division of Family Health Services, MDPH 1/8/85
Data Source: Division of Health Statistics and Research, MDPH
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Table 22
PROPORTION OF BIRTHS BY TRIMESTER OF PRENATAL CARE REGISTRATION
MASSACHUSETTS RESIDENTS 1983
1 K Into 1 tK Ur DCTTCTDATTnMK tu 1 o 1 KA 1 L UN
F I RST SECOND T u T n nTHIRD NONE
Ho 1 yoke 52.6 36.0 8.8 2.6
Springf ield 67.9 25.6 5.6 1 .0
New Bedford 73.8 23.6 1 .9 0.7
Chicopee 74.8 21 .1 3.7 0.4
F i tchburg 77 .3 20.0 2.5 0.2
Lynn 77.5 18.7 3.0 0.8
Lowe 1
1
78.3 17.1 3.1 1 .5
Taunton 79.2 16.8 3.3 0.7
3rockton 82.0 13.9 3 .
8
0.3
Fall River 82 .
7
14.2 2 .
6
0.5
Lawrence 83 .
4
13.9 2 .
1
0.6
Boston OA 184 . 1 1*1 ft13.9 1 .
7
0.4
P
1
ymoutn 84 . 12.0 2.7 0.9
Cambri dge 85.2 n .6 2.7 0.5
Haverhi 1
1
85.4 13.4 1 .0 0.3
Pittsf ield 85.5 11 .4 2.8 0.3
MASSACHUSETTS 85.6 12.0 2.0 0.4
Worcester 86.0 12.2 1.6 0.2
Somervi 1 le 87.5 10.5 1 .8 0.2
Maiden 89.5 8.6 1 .7 0.3
Medf ord 91 .4 7.0 0.9 0.7
Waltham 91 .8 6.6 0.9 0.6
Ouincy 92.3 6.8 0.8 0.1
F rami ngham 92.6 5.1 2.3 0.0
Weymouth 94.6 4.2 0.9 0.3
Newton 95.3 4.1 0.6 0.0
Prepared by: Division of Family Health Services, MDPH 1/18/85
Data Source: Oivision of Health Statistics and Research, M0PH
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Minority women are less likely than white women to register
early and more likely to register late or not at all. While 89.1%
of white women delivering in 1982 had early prenatal care, only
78.4% of black women did. In 1983. 80.2% of white women delivering
received adequate care, compared to only 62.2% of Hispanic women and
66.4% of black women.
Women of low socioeconomic status may not have the resources to
seek prenatal care. Educational attainment is sometimes used as a
measure of socioeconomic status. Only 72.4% of births to women with
an education below twelfth grade had early prenatal care, whereas
90.8% of births to women who graduate high school had prenatal care
in the first trimester of their pregnancy. More importantly, 5.2%
of women with less than twelfth-grade education had no or late care
versus 1.2% of women with at least a twelfth grade education.
Access to prenatal care is often determined by the adequacy of
the system which provides services. In Massachusetts, 40 Community
Health Centers and 32 hospitals offer prenatal care, primarily to
low-income women (Figure 26). These resources. 20 of them
subsidized by Maternal and Infant Care projects, clearly are not
available in all areas of the state.
In addition, obstetricians in private practice serve the
majority (estimated at 85%) of pregnant women in the state.
Medicaid insures roughly 100,000 women of childbearing age in
Massachusetts. Recently, many obstetricians have chosen not to
enroll as Medicaid providers, citing low fees and burdensome
bureaucratic requirements. As of June, 1985 there were 384
obstetricians enrolled in the Medicaid program, which is 49% of the
total licensed to practice obstetrics.
Pediatric Care
Access to quality comprehensive health care is difficult to
measure. However, the presence of pediatricians in a community can
be used to roughly assess the availability of child health care.
In 1980, 744 Massachusetts physicians indicated their primary
specialty to be pediatrics. The ratio of children under age 14 per
pediatrician was 1455:1; for children under age 19 it was 2314:1.
Figure 27 shows the relative distribution of children under age 14
per pediatrician by HSA subarea. While child to pediatrician
ratios are not an adequate measure of availability of care, as other
primary care physicians may also serve children, the higher ratios
in the Merrimack Valley (HSA 3) and Southeast Massachusetts (HSA 5)
should be noted. The relatively low ratios in Boston may be
deceptive as they mask differences in smaller geographic areas, and
because many Boston pediatricians practice in teaching hospitals,
often providing specialty care to children from outside the Boston
area. Evidence indicates that these pediatricians are accessible to
low-income children in Massachusetts.
31
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The American Academy of Pediatricians conducted a survey of
Medicaid participation in Massachusetts. The physicians surveyed
were office-based, non-federal pediatricians, practicing full-time.
The percent of pediatricians participating in Medicaid was reported
as 95% for 1983. High reimbursement rates and prompt payment for
pediatricians' services were reported to have contributed to their
high level of participation.
Lead Poisoning Prevention Program
In 1983, 126,938 children were screened for lead poisoning.
This represents an 8% increase since 1981 in the number of children
screened. Overall, 1,728 (1.4%) children had elevated lead and
erythrocyte protoporphycin levels. An estimated 140,000 children
will have been screened in 1984, a 10% increase from 1983.
There is a great deal of variability statewide both in the
number of children screened and in the number with elevated blood
lead levels. Table 23 shows the statewide distribution of children
screened by HSA. In HSA I, 19.1% of all children are screened while
62% of those in HSA IV have been tested.
Services to Handicapped Children
Handicapped children are found throughout the Commonwealth. No
reliable data are available on the total number of handicapped
children in the state but it is estimated that about 2% (1,500) of
all births each year have a handicapping condition. Ten percent of
these (150) are multiply-handicapped.
One of the goals of the SHC Clinic Program has been to provide
services to such children in areas where services are not readily
available. Historically, SHC clinics have been located outside of
Metropolitan Boston, because of the concentration of medical centers
and other resources for handicapped children in this area, and the
lack of resources in the rest of the state. This distribution is
being reassessed over a three-year period as part of "Project
Serve", the federally-funded assessment of service needs of
handicapped and chronically-ill children in the Commonwealth. Table
24 shows the distribution of SHC clinic patients by Department of
Public Health Region. There were 4,329 active patients under age 18
during April 1985. During FFY'84, the program served 5,824 patients
under age 18, and 248 over 18, whose active treatment had not been
completed. Figure 28 shows the statewide distribution of children
attending SHC cinics in 1982.
Table 25 shows the distribution of all active SHC patients by
clinic type. Orthopedic problems account for nearly half the total
(2,086) active patients. Other common handicapping conditions are
cardiac (634), neurological (592), and oro-facial (445) defects.
Together these four sets of conditions account for 85% of all active
patients
.
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Table 23
MASSACHUSETTS LEAD PAINT POISONING SCREENING ACTIVITY - 1983
Children Screened
HSA
I
II
III
IV
V
VI
Number
10. 100
14. 516
12 ,837
53 . 119
23 , 176
13 . 190
Percent Pop.
(6 mo . -6 yr
)
19 .
1
29 . 4
34.7
61 . 8
30.7
35 .
Percent
Pos it ive
2 . 8
2 . 8
4 . 4
0.9
6 .
1.5
Number
Pos it ive
286
41
569
483
140
209
Estimated
Number*
715
103
1.423
1. 208
350
523
MASSACHUSETTS 126 . 938 34 . 2 1 . 4 1.728 4 . 322
* Should the screening penetration rate remain stable at 34.2%. using the new
CDC recommended lead level of 25mcg/dl and recommended EP level of 35
mcg/dl. we estimate that caseload will rise 2-3 fold.
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Table 24
DISTRIBUTION OF SERVICES FOR HANDICAPPED CHILDREN CLINIC PATIENTS
BY DPH REGION
Clinic Region
Western (<. 18)
Central (< 18)
Northeast (< 18)
Southeast (< 18)
Boston Office
(< 18)
Massachusetts -
Subtotal
(< 18)
> 18
Total
April 1985
Number Of Active
Patients
583
909
1,235
1.435
167
4
.
329
74
4
.
403
State Fiscal Year 1984*
Total Number Of
Active patients
905
1. 352
1.729
1.795
169
5 . 824
248**
6
.
198
State Fiscal Year
1983 Total
Number Of Active
Patients
893
1, 312
1.630
1. 187
780
5 . 802
873
6
.
675
Note: Due to admissions and discharges, the number of children served over
the course of a year is much greater than the number of children
active at any point in time.
** Note: The over-age-18 clients consist of 205 Epilepsy Control Program
patients (for whom there is no age cut-off for service) and 43
patients in other clinics who were admitted prior to age 18 but
have not yet completed treatment.
36
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Table 25
DISTRIBUTION OF SHC PATIENTS BY CLINIC TYPE
STATEWIDE APRIL 1985 AND FY' 84
SHC CLINIC APRIL 1985 FISCAL YEAR 198 4
Orthopedic 2,086 2,668
Cardiac 634 820
Neurology 592 714
Oro-facial 445 518
Scoliosis 355 408
Cerebral Palsy 91 110
Myelodysplasia 89 101
Developmental 63 84
Inborn Errors * *
Genetics 32 *
Plastic 7 3
Pediatric * *
Brace 9 6
Other 1,131
TOTALS 4,403 6,568
Note: Clinic types are included within the category marked "Other."
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Severely handicapped children are involved with multiple
providers. The Case Management Services Unit provides technical
assistance and case management services to aid families in
coordinating the educational, social, medical, rehabilitative and
developmental services their child receives. Any handicapped child
up to age 18 is eligible for the service, but the priority is to
service severely handicapped children, including those receiving
Supplemental Security Income and those served through other
Divisional Services For Handicapped Children Programs. Table 26
illustrates the number of SSI recipients by DPH region, as well as
the number of referrals, technical assistance and case-management
caseloads for FY'84.
The Early Intervention Program
There are currently 43 Early Intervention (EI) Programs
administered by the Division. These programs are intended to
identify and assist children who are at established, biological, or
environmental risk of developmental disability at as early an age as
possible. In 1984, 2,500 children, about 1.2% of all children under
age three, were served by these programs. A needs assessment
conducted by the Division in the spring of 1984 revealed that 25,417
children, birth to three, are in need of early intervention
services. In 1985. approximately 11.8% of the population in need
were served.
Higher proportions of this population are served in western
Massachusetts and in some of Boston's suburbs than in the
southeastern and northeastern sections of the state. Plans are
being implemented to correct inequities across the state as well as
to meet more of the potential need for Early Intervention Services
across the state.
Services To Improve Nutritional Status
The 1983 Massachusetts Nutrition Survey provided some
information on the extent to which low income preschool children
were receiving food and income benefits.
Information on family income provided estimates of the
percentage of children who might be financially eligible for Aid to
Families with Dependent Children (AFDC) , Food Stamps and the Women,
Infants and Children (WIC) Program. 18% of the sampled children who
appeared to be financially eligible for AFDC were not receiving its
benefits. 32% of the sampled children who appeared to be
financially eligible for Food Stamps were not receiving them. While
these percentages are not exact because these programs consider
other factors such as assets, living costs and family situation in
determining eligibility, they indicate that a substantial number of
eligible children are not receiving benefits.
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Table 26
CASE MANAGEMENT SERVICES (CMSU)*
Region
West
Central
Northeast
Southeast
Metro Boston
TOTALS
FFY ' 84
SSI Recipients
< 18
867
779
1. 437
1. 540
1. 475
6 , 387***
FFY 1 8 4
Referrals
To CMSU
189
187
201
146
65
788
FFY' 84
Technica
1
Assistance
Cases**
420
153
134
347
203
1,257
Active
Management
Cases in Final
Quarter, FFY 1 84
70
105
157
242
136
710
* Cases are generated both through outreach to Supplemental Security
Income (SSI) recipients, as well as referrals.
** Does not include 188 Statewide Technical Assistance cases handled by
the Central Office Training Specialist.
*** Includes 289 missing cases.
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Unlike AFDC and Food Stamps. WIC is not an entitlement
program. Historically, the program has not had sufficient funding
to serve all who are eligible. While additional funding in FY 1983
allowed Massachusetts to increase its caseload, at the time of the
survey it reached only 19% of financially-eligible children aged one
to five statewide. While the survey indicated that the WIC program
had a high participation rate (45.8%) among this group of children
who use health centers, compared to the statewide participation
rate, it also confirmed that the program does not reach all who
require it. 15% of the children who were both financially eligible
and had documented nutritional deficits were not enrolled in WIC.
Statewide, this population is estimated to be about 10,000 children.
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4. RELATING NEEDS ASSESSMENT TO PROGRAM LOCATION
In maternal and child health programs where funding is limited
and spending must be targeted where it will be most effective,
assessing the areas of greatest need for each type of service is an
important tasfc.
No one factor is a good indicator of need, particularly at the
town/city level, where small population and low birth rates may
provide rates that are unstable from year to year. On the other
hand, aggregating geographic areas can masfc smaller areas with
significantly high rates. A variety of factors usually need to be
examined in doing a needs assessment. The factors and their
relative weights should vary depending on the objective of the
program for which the need assessment is being done. For example,
an adolescent pregnancy program should put a large emphasis on the
number and rate of births to teenage mothers.
Current and Past Efforts
Beginning in 1982, needs assessments have been carried out for
several programs in the Division. Most of these programs distribute
funds via a review process that linked the results of the
statistical needs assessment with proposals submitted on an open,
competitive basis. While available funds are insufficient to
provide services for all individuals needing them, the introduction
of more quantitative and systematic needs assessment methods
permitted targeting of resources to areas and populations of
greatest need.
Two statistical needs assessment methodologies ha-ve been
developed. The first one, which utilized principal component
analysis, was initially developed in 1982 for the WIC program and
then modified slightly for the Primary Pediatric and Prenatal Care
Program.
The second statistical needs assessment methodology was
developed for the Lead Paint Poisoning Prevention Program. It
utilized the findings of the National Health and Nutrition
Examination Survey (NHANES) with respect to the prevalence of lead
poisoning of children by various socioeconomic factors.
WIC Needs Assessment
The needs assessment methodology for WIC was originally
developed in 1982 by a committee of experts including academicians,
public-health planners, statisticians, pediatricians, and
nutritionists from the community and the Department of Public
Health. This methodology has remained basically the same in the
last four years, although the needs assessment is updated
periodically utilizing new information. A needs assessment score
was developed utilizing both health and poverty data. Selection of
data items was based on their degree of correlation with the need
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for service and uniform availability of the information for all
Massachusetts cities and towns. Three health indicators were chosen
Neonatal Mortality Rate (5-year rate)
Low Birth Weight Rate (5-year rate)
Teenage Birth Rate (5-year rate)
(i.e. # deliveries to women age 17/1000 births)
These health indicators were converted to a Health Index
utilizing a statistical procedure called Principle Component
Analysis. Two poverty indicators were chosen:
Percent of children less than age 5 below poverty (census
data
)
Unemployment rate
These were converted into a Poverty Index utilizing Principle
Component Analysis. The Health Index and Poverty Index were then
combined into a Needs Assessment Score. The Health Index was given
greater weight because the health data were more current and
provided a better picture of the risk of poor perinatal outcome.
These scores were ranked to determine the relative need status of
each city and town.
The number of individuals in need of WIC services was then
estimated according to the characteristics of the population toward
which the services of the program are targeted, specifically:
percent of children under age 5, below 200% of poverty level and
number of poor pregnancies for each city and town. This formula is
the same one used by the USDA. Funds are allocated to geographic
areas using a combination of the number of individuals in need of
WIC services and the needs assessment score. Figure 29 illustrates
the results of the FY 1985 needs assessment.
Primary Pediatric and Prenatal Care Needs Assessment
The Primary Care Program provides services to almost the same
type of population as WIC. but in this case the services provided
are primary prenatal and pediatric medical care. Because of the
similarity of the target population to that of WIC. the Primary Care
Program utilized the same needs assessment methodology as WIC, but
varied the criteria used to determine the number of individuals in
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need in order to match their program criteria. Criteria employed
were percentage of families under 200% of poverty level; percentage
of children under age six; and number of births in 1980 for each
city and town. Available funds were then allocated to HSAs in a
manner proportionate to the number of individuals in need.
Proposals received were evaluated according to the guality of the
proposed program and the contractor's ability to serve individuals
in areas determined to be at highest need (Figure 30).
In the spring of 1985, the Division convened a committee of
health planners, practitioners and statisticians to perform a
current needs assessment for prenatal care services. Cities and
towns were grouped into ambulatory care areas and, based on
population size, were differentiated as Urban or Non-Urban Areas.
The committee developed a needs assessment score based on principal
component analysis which provided a relative ranking of need for
prenatal services. This score was based on low birthweight,
neonatal mortality, insufficient prenatal care and deliveries with
Medicaid or no insurance. An indication of magnitude of need was
then determined by estimating the number of women who delivered in
1983 who were in households with an income less than 200% of the
poverty level.
Childhood Lead Poisoning Prevention Needs Assessment
As mentioned previously, the Lead Paint Poisoning Needs
Assessment was based on the NHANES Survey which had been conducted
between 1976 and 1980. This survey provides national estimates of
elevated blood lead levels among children based on blood samples
obtained from a representative sample of the U.S. population.
Published information from NHANES provides estimates of the
childhood population with elevated (>30 ug/Pb/dl whole blood) lead
levels controlling for factors such as race, family income and
urbanization.
These Income groups were adjusted slightly to reflect the
availability of data and a set of rates were added for Hispanics who
were believed not to have the same rates as either whites or
blacks. The rates utilized were:
Estimated Prevalence of Elevated Blood Lead Levels
Race
White Black Hispanic
Family Income (1979) % of children 6 months 5 years
< $7,500 5 . 9 18 . 5 13 . 5
$7,500 - 14.999 2 . 2 12. 1 9 . 1
> $15,000 0.7 2 . 8 2 . 1
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Within each city and town the proportion of White, Black and
Hispanic families falling within the three-family income
categories was determined and applied to the childhood population
figures previously determined. The estimated prevalence rates
shown in the above Table were then applied to the family income
and race-specific population data for each city and town to yield
estimates of the number and percent of children with elevated
blood lead levels. Towns were then ranked within Health Service
Area (HSA) by the percent of children less than age five who
potentially had a high blood lead level (Figure 31).
The recently lowered guidelines for the threshold level of
lead above which there is poisoning from the Centers for Disease
control cited earlier, may result in an estimated threefold
increase in those eligible for the lead program. In addition,
with improved case management, the lead poisoning program is now
better able to determine communities at high risk.
Early Intervention Program Needs Assessment
In the spring of 1984 the Division convened a multi-
disciplinary group to complete a Needs Assessment for Early
Intervention Services. The needs assessment determined the number
of biologically at-risk, environmentally at-risk, and established
risk children for each of the 43 service areas. Using prevalence
rates and population statistics, this information was analyzed for
each service area. The areas were prioritized by determining the
proportion of statewide need, and each area was assigned a needs
score. The needs assessment determined that 25.417 children.
11.2% of all children from birth to three years of age, were
eligible for Early Intervention services. 53% of those children
were established risk, 5% were biological risk and 42% were
environmentally at risk for developmental delays.
Day Care Needs Assessment
A survey of health practices and training needs in licensed
Boston day care centers was conducted by the Division in 1984 to
help define its role in preschool health. Results indicated that
40-50% offer screening for vision, hearing, nutrition and dental
problems and 50-80% incorporate one or more health-related
curriculum topics. Centers that are larger, have more health
consultant hours, or are affiliated with a neighborhood health
center. Head Start program or the Department of Social Services
tend to offer more health services and request less assistance.
The survey revealed an unexpected degree of interest in
providing more services and receiving training. From this needs
assessment, it appeared that training in the reduction and
prevention of communicable diseases should be integrated into a
comprehensive preventive preschool health initiative, with
strengthened linkages with existing community resources.
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High Risk Infant Follow-Up Needs Assessment
The 1981 needs assessment for determining where services for
high-risk newborns should be focused consisted of determining
where there were areas with pockets of poor perinatal outcome.
Areas that were high in three or more of the following rates were
deemed in highest need of follow-up services: Teenage Delivery
,
Neonatal Mortality, and Low Birth Weight.
Future Efforts
In 1985, the Division plans to improve the previously-
developed statistical methodologies and needs assessments in areas
where systematic needs/indicator based methodologies have not been
employed previously. They include:
Handicapped Children's Clinical Services Program
In conjunction with the Department of Maternal and Child
Health and Aging of the Harvard School of Public Health and
the Children's Hospital Developmental Education Clinic, the
Massachusetts MCH program was awarded a three year federal
"SPRANS" (Special Project of Regional and National
Significance) grant to assess service needs of handicapped
and chronically-ill children in the Commonwealth. Known as
"Project Serve", the goals are to document existing services,
both public and private, to identify unserved/overserved
populations, to determine service gaps, and to provide the
Division of Family Health Services with alternative service
models as a means of resolving identified problems and
improving the overall service delivery system. Data
collection, analysis and model-development phases should be
completed by the end of FFY'85, with implementation, testing
and evaluation of models occurring in FFY'86.
Women's Health Program
A reproductive health working group convened by the
Division has been meeting to identify the major reproductive
health problems of women in Massachusetts, and to examine the
health system which services these women. Information on the
reproductive and gynecological needs of Massachusetts women
is not readily available, and assessments thus far have
relied on secondary sources. In FFY 1986. the working group
will refine their analysis, developing a firm statistical
base with health status and service indicators specific to
women
.
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(B) STATEMENT OF GOALS AND OBJECTIVES
MISSION STATEMENT:
To promote the health of women, children and families by-
assuring access to quality health care for high risk and
special need groups, and by developing and implementing
strategies to prevent death, disease and disability.
GOAL I:
To improve the outcome of pregnancy and perinatal health status.
Objective 1.1. To reduce the Neonatal Mortality Rate to 5.8 and
the Infant Mortality Rate to 8.1 by the end of 1986
primarily through further efforts to reduce low birthweight
births .
*
Strategies to be Employed :
a. Target high-risk populations and geographic areas by
strengthening existing regional planning of HSA ' s in this
area; promoting and funding local/regional coalitions in
high-risk communities; and providing technical assistance
to such coalitions.
b. Provide training to providers which promotes culturally
appropriate care for major linguistic and ethnic minority
groups
.
c. Develop and implement strategies to recruit minority
personnel at all levels of provider services.
d. Develop comprehensive prenatal care standards and plan
strategies to ensure their implementation statewide.
e. Expand high-risk infant follow-up services to ensure
support for families once infants leave the hospital.
f. Conduct a statewide media campaign providing information on
factors promoting healthy birth outcomes.
g. Conduct intensive community-based outreach in high-risk
areas through community organizations.
h. Support innovative programs geared towards bringing
"hard-to-reach" women into prenatal care, using
community-based methods.
i. Improve statewide data collection and monitoring of
maternal and infant health status.
j. Periodically review infant deaths and regionalized
perinatal systems to evaluate service systems and to
identify problems.
Objective 1.2. To ensure access to quality prenatal care
services to at least 4,000 low-income, high-risk pregnant
women, particularly those who are uninsured.
* The NMR in 1983 was 7.1; the IMR was 9.0.
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Strategies to be Employed :
a. Maintain and expand Maternal and Infant Care Projects in
underserved areas of the state.
b. Conduct a statewide survey of postpartum women to identify
factors which influence prenatal care utilization.
c. Develop and implement community-based models for the
provision of comprehensive prenatal care.
d. Work with the Department of Public Welfare to develop a
program to pay for maternity services for uninsured women.
Objective 1.3. To support a regionalized perinatal network
which identifies 10,000 high-risk infants throughout the state
and monitors the follow-up services provided to these infants.
Strategies to be Employed :
a. Maintain and refine the newly initiated High-Risk Infant
Identification (HRII) hospital reporting system.
b. Maintain support for improved discharge planning and
linkage with community hospitals for Neonatal Intensive
Care Unit infants.
c. Improve standards for community-based MCH nursing via
protocol development and dissemination, training,
in-service education and technical assistance. By the end
of FFY 1986, 50% of all interested agencies will have been
reached
.
d. Develop stronger linkages between HRII perinatal health
programs and early intervention programs.
Ob j ect ive 1.4. To increase public and professional awareness
of Sudden Infant Death Syndrome and offer services to 100% of
affected families.
Strategy to be Employed :
Continued support for the statewide SIDS program in providing
autopsies, professional education and public awareness
activities, referral and follow-up services for families, and
coordination with the state medical examiner's office.
Ob j ect ive 1.5. To increase awareness and knowledge of genetic
determinants of disease and to encourage utilization of genetic
testing and counseling services when appropriate.
Strategies to be Employed :
a. Provide genetic education and information to the general
public and targeted providers throughout the Commonwealth.
b. Assess the content of the genetics curriculum in certain
high schools in the Commonwealth and provide input for
revision.
c. Develop a surveillance system for monitoring spontaneous
pregnancy loss.
d. Provide limited genetic counseling and referral at SHC
clinics and other designated locations.
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Goal II:
To improve the nutritional status of the Commonwealth's
residents, with particular focus on high-risk pregnant women,
infants and young children.
Objective II. 1. To develop the capacity to serve as a
statewide locus for ongoing study, analysis and surveillance of
nutritional status and problems, to promote development and
coordination of nutrition related services, and to formulate
nutrition policies and standards through the newly established
Office of Nutrition.
Strategies to be Employed :
a. Pilot, evaluate and refine a surveillance system to
identify individuals already malnourished and those at
risk, and identify problems and possible improvements in
existing service systems.
b. Coordinate with other state agencies, particularly in
regard to outreach.
c. Develop a referral network for children identified as
malnourished, and participate in short and long term
program planning for improvement in the service delivery
network.
d. Provide professional and public information and education
on nutrition related issues.
e. Develop program standards and nutrition policies for all
Public Health programs and for statewide dissemination,
including advocacy of adoption of nutrition guality
assurance standards by all ambulatory health care agencies
and relevant health professions.
f. Re-activate the Massachusetts Nutrition Board, which was
mandated by state law, and has not met since 1980. The
Board includes 9 gubernatorial appointees and
representatives of 9 specified state agencies. The Board
will serve as a vehicle to advise on state and interagency
nutrition policy issues, and to promote strategies for
improving nutritional status.
Objective II. 2. To prevent malnutrition among pregnant women,
infants and children.
Strategies to be Employed :
a. To maintain the women, infants and children (WIC) caseload
of 63,000 participants during FFY'86, and to expand as
funding allows.
b. Ensure referral of children screened for lead paint
poisoning who evidence high EP levels, an indicator of
anemia
.
c. Target WIC services to high-risk groups, including
Southeast Asians, in conjunction with MCH programs.
d. Develop strategies for promotion of breastfeeding among low
income women.
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e. Continued interaction with regional and national level WIC
Administration to ensure that Massachusetts WIC receives an
equitable appropriation commensurate with needs in the
state
.
Objective II.
3
: To ensure provision of comprehensive treatment
services to severely malnourished children.
Strategies to be Employed :
a. Maintain and strengthen Failure-To-Thrive (FTT) programs
funded in 4 major teaching hospitals across the state to
serve 600 children and families.
b. Collect and analyze data on children suffering from FTT. in
order to contribute to understanding of this condition and
to plan appropriate services.
Goal III:
To reduce the incidence of preventable diseases and
handicapping conditions among children.
Objective III.l : To provide access to comprehensive quality
pediatric primary care service to 45% of the estimated 100.000
young children living in the high need areas served by Children
and Youth Projects.
Strategies to be Employed :
a. Continue to support C&Y projects targeted to low-income,
high risk populations, with distribution of any additional
funds to high need areas.
b. Assure access to C&Y care for uninsured children through
availability of sliding fee scales and maximization of
third party reimbursements to projects.
c. Improve standards and contents for care by including
periodicity schedules for well child care, dental care and
injury prevention and by working with the state Medicaid
agency to encourage C&Y projects to enroll as Project Good
Health (EPSDT) providers.
d. Assess the special needs of minority population groups,
including Southeast Asian refugees, and ensure that
contracted programs adequately address these needs.
Ob j ect ive 1 1 1 . 2 : To prevent and provide appropriate care and
follow-up for childhood lead poisoning by screening 40% of all
children between the ages of 6 months and 5 years, providing
case management follow-up for all moderate, high and urgent
risk classified children, inspecting 1500 dwellings, and
deleading 1200 residences annually.
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Strategies to be Employed :
a. Support the statewide Childhood Lead Poisoning Prevention
Program (CLPPP) in developing standards, providing
technical assistance and training; screening, managing and
following up children; evaluating blood samples; inspecting
and deleading homes; and otherwise enforcing Massachusetts
lead poisoning statutes.
b. Fund community-based lead paint poisoning projects serving
high need areas of the state and give particular support to
creative collaborative approaches for lead poisoning
prevention such as a loan subsidy program, supported by
private lending institutions, designed to reduce interest
rates on home improvement loans for deleading.
c. Include screening for lead paint poisoning in standards of
appropriate MCH funded programs.
Ob i ect ive 1 1 1 .
3
. To reduce the incidence of serious burns,
poisonings and motor vehicle related (occupant, pedestrian,
bicycle) injuries by 10% from the current level of 210 per
10.000 children by the end of FFY'87.
Strategies to be Employed :
a. Integrate successful approaches and techniques of Statewide
Childhood Injury Prevention Program (SCIPP) and
Massachusetts Passenger Safety Program (MPSP) within all
relevant MCH program areas. By the end of FFY'86,
age-specific program guidelines and protocols for injury
prevention will be developed for appropriate MCH activities.
b. Maintain adequate support for the Massachusetts Poison
Control System, and create a new position for coordination
of public and professional education.
c. Conduct a needs assessment in primary care clinics and
elementary schools; use results to develop and field-test
training modules for preschool providers, primary care
clinics and home care agencies.
d. Issue an RFP to fund demonstration grants in local agencies
to implement comprehensive injury prevention modules.
e. Conduct and analyze a survey of legislators and other key
providers and decision makers; develop marketing and
promotional strategies for state residents based on
findings
.
f. Sponsor an injury prevention conference in each public
health region in FFY'86.
g. Obtain the Uniform Hospital Discharge Data Set for FY 1983
and report on the over 100,000 cases of injuries to
Massachusetts residents.
h. Develop a training program for hospital medical and records
staff to improve existing data sets and coding procedures
for injuries.
i. Develop a record-keeping system for violations of the state
child passenger safety law and a training program to
improve police enforcement of the law at the local level.
j. Implement additional car seat loaner programs in
underserved areas.
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k. Analyze and report on the 1984 statewide observational
survey of seat belt usage.
1. Sponsor an annual statewide passenger safety conference,
m. Design and implement an educational program on the safe and
appropriate transportation of handicapped children.
Objective III.
4
: To promote the incorporation of preventive
health services and education into day care and preschool
programs statewide.
Strategies to be Employed :
a. Interagency planning to develop priorities for training
with Department of Social Services and other state agencies.
b. Initiate collaborative education, technical assistance, and
service coordination efforts in selected locations among
the Division, day care programs, health care providers, and
other state or local agencies.
c. Continue to fund one or more preschool health projects to
serve day care providers in high need areas.
d. Develop a comprehensive manual. Guidelines for Health in
Day Care. Disseminate manual and other appropriate
educational and training materials on preventive child
health issues to day care providers statewide.
e. Sponsor a preschool health conference in each public health
region in FFY'86 to promote the health Manual and provide
training on day care health issues.
f. Develop and implement a health promotion and risk reduction
project for preschool children in family day care homes in
one of seven day care licensing regions of the state; apply
for state funding for a comprehensive statewide preschool
health initiative.
g. Pilot-test and implement a preschool injury prevention
package for training preschool group and family day care
providers
.
Ob j ect ive 1 1 1 . 5 : To promote improved school health services in
all of the Commonwealth's public schools.
Strategies to be Employed :
a. Monitor all school health systems for compliance with state
regulations
.
b. Analyze benefits and costs of selected school health
services and propose any needed changes in statutes or
regulations
c. Provide regular in-service education programs on a regional
basis to school nurses.
d. Expand school health program planning and practice
materials available to school systems.
e. Work cooperatively with the Division of Communicable and
Venereal Diseases to ensure immunization of all children
attending preschool programs and all school-age children.
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f. Work cooperatively with Services for Handicapped Children
staff and the Department of Education to improve knowledge,
skills, and level of services available in public schools
to children with special medical needs.
Ob j ect ive 1 1 1 .
6
: To promote prevention of child sexual abuse
through education and information.
Strategies to be Employed :
a. Provide technical assistance and support for community
sexual abuse and rape prevention presentations at rape
crisis centers as well as schools, churches, and day care
centers
.
b. Provide inservice training to parents and childcare
providers
.
c. Design public service messages.
d. Offer information and referral to professional and lay
public
.
e. Establish a working group to coordinate Departmental
efforts toward decreasing the incidence of child sexual
abuse
.
f. Work cooperatively with community-based violence prevention
programs to secure federal Centers for Disease Control
funding for new innovative prevention efforts.
Objective III.
7
: To identify strategies to further prevent
childhood mortality.
Strategies to be Employed :
a. Complete collection and analysis of data on child deaths in
1985 .
b. Work collaboratively with other state agencies, experts and
advisory groups to recommend strategies based on the
findings
.
Goal IV:
To comprehensively address the special health needs of
adolescents
Objective IV.
1
: To provide comprehensive medical and
supportive services to 15% of the estimated 7500 pregnant
adolescents under age 20 during FFY'86.
Strategies to be Employed :
a. Continue to fund comprehensive adolescent pregnancy
programs
b. Emphasize outreach and services for adolescents in Maternal
and Infant Care Projects.
c. Work with the Governor's Office, Executive Office of Human
Services and other state agencies to improve the
coordination of services and develop new and expanded
service models.
Ob i ec t ive IV .
2
: To provide comprehensive medical and
preventive counseling services to 15,000 at-risk adolescents
and education services to 15,000 teens, parents and
professionals during FFY'86.
Strategies to be Employed :
a. Continue to fund comprehensive adolescent health programs
throughout the state.
b. Provide educational presentations for health care providers
on adolescent health issues.
Ob i ec t ive IV .
3
: To develop strategies to reduce
violence-related morbidity and mortality among adolescents.
Strategies to be Employed :
a. Complete the state-funded study of 1985 child deaths, and
use findings to identify strategies to prevent deaths to
adolescents due to suicides, homicides and accidents.
b. Seek advice from the Family Health Services Advisory
Council, providers of family health services, experts and
advocates on strategies to reduce violence among
adolescents
.
c. Utilize findings from SCIPP research on injury incidence
among adolescents to evaluate service needs for this
population
.
Goal V:
To decrease the incidence of morbidity and mortality related to
selected health issues affecting Massachusetts women.
Ob i ect ive V .
1
: To increase the systematic collection of
Massachusetts specific data on selected women's health issues
to provide information essential for planning.
Strategies to be Employed :
a. Utilizing available data, assess women's needs for
gynecological and reproductive health services. Identify
major problems, gaps in services and data, priorities for
services and special needs of minority women.
b. Maintain monitoring and needs assessment systems for sexual
abuse services.
c. Maintain an evaluation tool for assessment of services
being provided to women in prison.
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Ob iective V.
2
: To increase public knowledge on selected issues
affecting the health and well being of women in the
Commonwealth.
Strategies to be Employed :
a. Provide education to community groups on gynecological and
reproductive health issues.
b. Plan and implement a statewide conference, entitled "Women
in the Workplace," on issues and concerns associated with
women and occupational health.
c. Provide education on rape and sexual abuse for the general
public, community groups, health, social service and
criminal justice personnel.
d. Provide education on prevalence and origin of family
violence for general public and professionals.
Ob iective V.
3
: To provide services for selected groups of
underserved women.
Strategies to be Employed :
a. Based on needs assessments, develop goals, objectives and
workplans to improve gynecological and reproductive health
services, particularly for high-risk women.
b. Continue comprehensive preventive and treatment services
for victims of sexual assault.
c. Provide workshops and educational materials on office
worker health protection to selected target groups.
d. Provide a health program for women in prison that includes
attention to reproductive, nutrition. STDS, stress,
substance abuse, parenting and other relevant health issues.
e. Provide diagnostic evaluations through approved centers for
daughters and sons of women exposed prenatally to
diethylstilbestrol (DES).
Goal VI:
To provide a comprehensive range of preventive, therapeutic,
supportive and specialized medical and rehabilitative services
for children who are disabled or at risk for disability, and
their families, in order to support optimal development and
prevent institutionalization.
Objective VI.
1
: To provide technical assistance and/or case
management services to 30% of children receiving Supplemental
Security Income and to other disabled children, particularly
those served through other Division programs, in FFY'86.
Objectives to be Employed :
a. Through the Case Management Services Unit, continued
outreach to SSI recipients not enrolled in the SHC program,
and provision of appropriate levels of services, including
development and monitoring of individual service planning.
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b. Identification of SHC clients in need of case management
services; assessment of the level of service required;
provision of technical assistance; assistance in
development of individual service planning and case
coordination services; and continued promotion of
inter-unit collaboration.
c. Provide technical assistance, information and training to
other MCH programs on resources for handicapped children.
d. Provide technical assistance, consultation, and training to
other public/private agencies on federal and state
entitlements and services available to handicapped children
and their families.
e. Continue interagency collaboration by participation on
interagency task forces and committees to ensure a
coordinated service delivery system.
f. Continue parent/guardian training to enhance parental
ability to more effectively advocate for their disabled
chi ldr en
.
g. Pending approval of a Home and Community Based waiver,
provide case management services to the chronically ill and
severely multiply handicapped children served under the
waiver
.
Ob i ect ive VI .
2
: To provide uniform, high quality early
intervention services to 13% of the 25,417 birth to 3
population and their families who are in need of these services.
a. Evaluate the impact of the recently implemented program
guidelines/standards, and revise them as necessary.
b. Integrate the client-specific data system with a financial
management system.
c. Implement a client transportation system.
d. Continue outreach and public education in regard to early
intervention services.
e. Increase linkages with other MCH programs, particularly the
High-Risk Infant Identification (HRII) system.
f. Improve coordination at both the state and local levels
with other state agencies.
g. Work with legislature and advocacy groups for passage of
private third-party insurance coverage for Early
Intervention services.
Ob iective VI .
3
: To provide a range of necessary support
services to families of multiply handicapped children in order
to allow them to keep their children in the home or community.
Strategies to be Employed :
a. Continue to provide training, respite, home health care,
and camperships to multiply handicapped children living at
home
.
b. Pending approval of the Medicaid Home and Community Based
Waiver, determine eligibility for and arrange provision of
the services covered under that waiver for chronically ill
and severely multiply-handicapped children who would be
institutionalized without these services.
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c. Broaden the base of care providers by providing resources
for training of specialized foster care providers and home
health aides, and utilize innovative techniques to attract
foster and adoptive families and home health care/respite
workers for this training.
d. Work with other state human service agencies to develop a
continuum of needed services for multiply-handicapped
individuals and address the issues of eligibility criteria,
spectrum of services and funding.
e. Implement the newly revised regulations for Pediatric
Nursing Homes to improve the programs and insure the
appropriate placement of individuals in these facilities.
f. In conjunction with the Executive Office of Human Services
and other state agencies, study the needs of two
particularly underserved populations - disabled individuals
over 22. including pediatric nursing home residents; and
head injured children and adults. Contribute to
development of pilot projects to address their needs.
g. Develop RFP ' s for outreach and training, developmental day
and integrated preschool services for FFY'87-'89.
h. Expand upon the successful adaptive housing program for
eligible families around the state.
Ob i ect ive VI .
4
: To provide, or to ensure provision of.
clinical services to handicapped children who lack access to
those services.
Strategies to be Employed :
a. To continue to provide SHC clinic services to approximately
6,000 children under the current service model
b. By the end of FFY'86. implement a comprehensive,
regionalized quality assurance program for the SHC clinic
system.
c. Continue to provide limited financial assistance to
families of chronically ill children who are not
categorically eligible for other SHC clinic services.
d. By the end of FFY'86, begin implementing new service models
developed and recommended by Project Serve.
Goal VII:
To provide leadership in developing policies, services and
standards in the private and public health care system that
contribute to a comprehensive approach to the health needs of
mothers and children.
Ob i ect ive VI 1 .
1
: To provide policy makers and program
administrators with a sound data base for planning for maternal
and child health services and assessing health status.
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Strategies to be Employed :
a. Continue to build computerized coordinated data systems
containing information on health status indicators,
eligible and at risk populations, service utilization
information, etc.
b. Expand and refine systematic epidemiological methodologies
for assessing need.
c. Carry out studies of diseases and conditions affecting the
health of mothers and children, such as nutritional status
surveillance
d. Evaluate the effectiveness of health care services and
approaches
.
e. Publish a report on Maternal and Child Health Status in
Massachusetts by the end of FFY'86.
f. Complete an analysis of 1985 child and adolescent deaths
which can be utilized to identify strategies to prevent
unnecessary deaths.
Ob i ect ive VI 1 .
2
: To identify gaps in the health care system,
including both service and financial assistance gaps, and to
propose and advocate for appropriate solutions.
Strategies to be Employed :
a. Support efforts to improve coverage by third party payors
by providing relevant data, making recommendations, and
working with other groups to achieve workable solutions.
b. Work collaboratively with other private and public agencies
and other concerned groups to coordinate services to such
groups as multiply handicapped children and adolescents,
which are at present notably fragmented.
c. Monitor the impact of changes in policies, statutes and
regulations affecting maternal and child health.
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(C) INFORMATION ON TYPES OF SERVICES PROVIDED
.
NUMBER AND CHARACTERISTICS OF INDIVIDUALS
SERVED, AND PROGRAM DATA COLLECTED
The extensive table which appears on the following pages
provides an overview of the services to be provided by the
Maternal and Child Health Services program to achieve the
goals and objectives stated in section (1) (B) above.
Information is presented in tabular form regarding:
program name;
categories and characteristics of individuals
to be served;
numbers to be served in FY' 86;
types of services provided;
data currently collected; and
goals/objectives to which program is addressed.
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The geographical locations of program and project sites of
services described above are shown on the following set of maps
(Figures 32 to 39). For clarity and ease of comparison with needs,
assessment data, similar programs are grouped on each map:
Figure 32
.
Figure 33
Figure 34.
Figure 35.
Figure 36 .
Figure 37.
Figure 38 .
Figure 39 .
WIC Programs
Services for Handicapped Children.
Specialty Clinic Sites
Community Services for Multiply-
Handicapped Children Program Sites
Early Intervention Program Sites
Primary Care Project Sites
Adolescent Pregnancy and Health Program
Sites and Service Areas
Perinatal and Preschool Health Program
Sites
Women's Health Services
(Lead Poisoning Prevention Program sites are
included in the needs assessment section.
)
A number of the services described earlier are not shown on
the maps. Some of these are statewide services or payment for 2
services programs used by highly-specified groups (e.g. epilepsy
drugs) and handled through our central or regional offices. Others,
such as the SIDS, hearing aid and hearing evaluation programs are
available statewide through highly-diversified sources (e.g.
community-health nurses in over 20 home-health agencies and
hearing-evaluation centers across the state.)
A close inspection of these service-area maps will reveal
some differences from the needs assessment maps displayed earlier.
In some instances, the lack of service sites in high-need areas
reflects the gap between the Division's combined state and federal
budgets and the enormity of unmet need. In other cases, principally
in the areas of primary care and specialty clinics, the locations of
service sites have strong historical precedents which have not
always been shifted as population characteristics and the
availability of private sector services have changed. Needs
assessments completed for primary-care programs, lead and WIC have
led to the location of more program sites in high-need areas, and
the recently-initiated assessment of Services For Handicapped
Children's clinics should result in improved targeting of these
services to populations in need.
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DATA COLLECTION ACTIVITIES
1 . Current Efforts
Current data collection activities are included in
Table 27: "Types of Services to be Provided and Categories
or Characteristics of Individuals to be Served".
Previous and ongoing data collection efforts have been
of three types:
Client specific data which range from simple
demographics to extensive social and medical histories
depending on the program.
This type of data is usually collected for individuals
in programs in which the Division directly provides
services
.
More recently, the Division has begun to collect client
specific information in individuals served in
contracted programs. Although many of the individual
contracted programs wish to conduct a detailed analysis
of their program population, they lack the resources
and experience to develop a data system for this
purpose. A joint effort between the Division of Family
Health Services and the programs will allow the
Division to extensively describe the population being
served, evaluate the programs, and provide information
to both Division and program administrators that would
improve the management of programs and the provision of
services. Complementing the development of these data
systems will be the implementation of improved security
procedures aimed at protecting the confidentiality of
the information collected.
Programmatic data on utilization of services and
staffing. These consist mostly of reports provided by
contracted programs.
Data collection activities related to special
epidemiologic investigations or program evaluation .
These are aimed at improving our understanding of the
factors that influence child health, the population in
need of services, the type of services needed, and
assessing the impact of these services on the
population.
a. Client specific data is maintained for program planning,
management, and evaluation. Most of this data is
maintained on a protected computer environment.
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WIC has a computerized information system that is used
to produce and monitor food package vouchers. This
system includes demographic and some program and health
status data on individuals served by WIC. The program
is developing plans to expand their data system to
include more health and outcome data and revise the
reports generated by the system.
The Lead Poisoning Program maintains environmental and
medical follow-up data and laboratory testing data and
source of testing. The testing data has been recently
computerized and listings and statistical reports are
generated
.
High Risk Infant Identification Program maintains a
data base of all infants who have been identified as
being at risk for morbidity or developmental problems
statewide. Information collected includes identifiers,
health status measures, hospital transfer and discharge
planning information.
Information from the system will be used for the
development of criteria and guidelines for the
monitoring of health status and diagnosis and treatment
of the high risk newborn.
The data base was also designed for the production of
monthly reports which will be utilized to ensure proper
follow-up care and for annual statistical reports which
will be used for the determination of appropriate
programs for early childhood intervention.
The Hearing Aid Program collects extensive demographic,
financial and diagnostic data on children receiving
hearing aids under this program.
The Sudden Infant Death Syndrome Program collects
extensive demographic, parental reaction, and medical
data on program participants.
Newborn Screening collects data on cases of
approximately 30 inborn errors of metabolism.
The Psychotropic Drug Program maintains data on
children receiving psychotropic drugs, for medical
reasons, in schools. The system allows the Division of
Family Health Services to keep track of the population
receiving these drugs. To protect confidentiality,
this system does not maintain the child's name and
address in computer.
The DFHS Handicapped Children's Clinic Program
maintains an SHC data base, which includes demographic
diagnostic, financial, and referral source data on
about ].2. 000 children served by this program during the
past five years.
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The Genetics Program clients are also included in the
SHC data base.
Pediatric Nursing Home residents are included in the
SHC data base.
The Developmental Day, Integrated Preschool, Respite,
and Pediatric Nursing Home Programs all use a standard
document for collecting data on individuals requesting
and receiving these services. This includes
demographics, referral source, services
requested/provided, current use of resources,
functional ability, family data, financial capability,
medical history, social history and Core Evaluation.
The Early Intervention Program has developed and
implemented an automated data system for 4,500 clients
from 44 contracted programs. Each program records
identifying, sociodemographic
,
medical, diagnostic and
service information on all clients accepted into active
service. The information will be aggregated monthly,
quarterly and yearly statewide and by program and DPH
region. Three data collection instruments were
developed. Mechanisms to allow cross-referencing with
other MCH programs were established. Plans for
developing a database that will interface with unit
rate contracting information are being developed.
The Case Management (SSI/DC) Program has a
sophisticated information system that maintains data on
clients. This includes collection of information from
the point of client intake through development of
service plans and monitoring of the plans. Data
maintained includes demographics, listings of child's
disabilities, service needs, service providers, funding
sources and purchase of service patterns.
The Hemophilia Program collects a range of data
including use of medical services and ability to
function.
The Epilepsy Drug and Rheumatic Fever Program maintains
mostly demographic data.
b . Programmatic data collection includes :
Semi-annual reports from individual contract programs
such as Adolescent Health Services, Pregnant and
Parenting Adolescents, Preschool Health Services,
Developmental Day Programs, Early Intervention
Program, Integrated Preschool, Respite Programs, MIC
Programs and C&Y Programs.
These reports include information on utilization,
staffing and services provided.
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Handicapped Children Clinic Program produces quarterly
clinical attendance reports by clinic type and site on
the number of medical encounters, number of admissions
and discharges. In addition, an annual report is
produced describing the population served and
summarizing the data in quarterly clinic attendance
reports
.
The Case Management Program produces quarterly reports
that examines the quantity of services provided, the
characteristics of the client population, and the
duration of time between various segments of the
service delivery.
Family Planning Programs utilize a standardized, client
specific reporting form that includes such information
as age, sex, reason for visit, number of visits, and
type of contraceptive used. This data is maintained on
a computer system by The John Snow Public Health Group,
Inc. and reports are generated on a regular basis.
The Hearing Aid Program produces an annual report on
the number of hearing aids purchased and repaired, as
well as describing the population for whom hearing aids
are purchased, and the type of aid selected.
The Psychotropic Drug Program produces an annual report
on children who receive psychotropic drugs identified
by age, diagnosis, medication, school system, and
physician.
PES (Diethylstilbestrol ) Diagnostic Program maintains
client data for those women who have utilized DPH
certified diagnostic centers. Information collected
includes medical findings from the screening
examination, sociodemographic data, and amount of DPH
reimbursement
.
The Women's Health Program collects data on the Rape
and Sexual Abuse Program which includes:
• A monitoring system for clients of the Rape Crisis
Centers funded by DPH. This system provides a data
base for the determination of the overall reported
incidence of rape, the utilization of medical and
legal resources in the community, the
soc iodemographics of the victim and assailant, and
the kinds of consultation provided by the center.
• A needs assessment for sexual abuse and violence
services statewide. This is a survey of 56
Battered Women's Shelters, Rape Crisis Centers and
Sexual Abuse Programs, in order to determine the
amount and kind of services provided by the
Erograms for regions in the state, the staff and
udget of the programs and the barriers to
effective functioning of the organization.
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The Women's Health Program is also currently developing
an evaluation tool for the assessment of the services
which are being provided to women in prison.
c. Epidemiologic and Program Evaluation projects include:
The development of a computerized data base of
natality, mortality, demographic, and socioeconomic
(i.e. poverty, unemployment, housing) information on
pregnant women and children in Massachusetts began in
FY'82. The data base was designed to facilitate the
development of more comprehensive needs assessments,
the comparison of individuals served to the overall
population, and the dissemination of information to
health planners, health care providers, and child
advocacy groups. Each year this data base is updated
with the most current information available. One of
the products of this data base will be a report on
maternal and child health in Massachusetts.
The Statewide Child Injury Prevention Program has
collected a multitude of data in order to determine the
magnitude and circumstances surrounding childhood
injuries
:
• Injury Surveillance System (ISS) - abstracted
hospital medical records for emergency room visits
and admissions for a three-year period (9/79 -
8/82). This system provided a data base for
understanding the epidemiology of childhood
injuries and served as a base for evaluation
interventions aimed at prevention. Monitored
through the ISS are cases of injuries to - 19
year olds residing in 14 Massachusetts communities,
treated and released from an Emergency Room or
admitted to a hospital. This data base comprises
the only population-based morbidity study on
childhood injuries in the country. This has led
SCIPP to become a national source for comprehensive
information on the incidence of childhood
injuries. Efforts are underway to modify and
expand the ISS to a statewide data collection
system by FFY ' 87
.
• SCIPP also conducted a Household Pre and Post
Intervention Telephone Survey and collected data on
injuries from the Massachusetts Health Data
Consortium, physician logs, housing inspections for
household hazards and the Massachusetts Burn
Registry. Based on these data collection efforts,
SCIPP has been able to conduct a series of analyses
on specific injuries within defined population
groups
.
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• SCIPP's current epidemiological activities include
obtaining information from
-State Vital Records on injury-related mortality
-Uniform Hospital Discharge Data System
-a Key Informant survey of physicians,
legislators, home health agencies, academicians,
police and fire chiefs, community organizations
and other health care providers related to
attitudes on injuries and accidents
-an Elementary School Needs Assessment
-a Survey of Medical Records Departments in acute
care hospitals.
Massachusetts Passenger Safety Program conducts a
yearly observational study of child and adult restraint
usage and attitudes in Massachusetts. The 1984 study
collected 5,000 observations of automobiles to
determine the percentage of children and adults
restrained, the proper use of restraints, and
sociodemographics of the child and driver. Further
analysis of this data is currently underway.
The 1984 study will provide baseline date for the
determination of overall seat belt use in the state and
for the evaluation of intervention programs designed to
affect usage.
Investigation of High Infant Mortality in Critical
Areas of the State . The IMR for Holyoke (13.8) and
Haverhill (21.9) far exceeded the state rate in 1983.
Birth, death and population data are being analyzed to
determine what factors are associated with these high
rates so that programs can be developed to address them.
The Maternal and Infant Care Program computerizes
individual non-identifiable data on women in the
program in order to better describe the population
served by each health center, and determine market
shares and success in reducing poor perinatal outcome.
This data includes demographics, adequacy of prenatal
care, circumstances of delivery, postnatal care, and
birth outcome measures.
The Division conducted a nutrition study to assess how
the growth patterns of children in Massachusetts,
particularly poor children, compare to established
patterns of growth. This study collected
sociodemographic information, height, weight,
hemoglobin value, hematocrit value, use and change in
assistance programs, and nutrition information.
Further analysis is being conducted on this data.
139
The Massachusetts Adolescent Pregnancy and Parenting
Study (MAPPS) in order to better understand the
population of adolescents who become parents, to
provide appropriate services for them, and to evaluate
strategies for reducing future teen pregnancies, has
developed and is using a series of instruments aimed at
collecting the information needed to meet these
objectives. The information includes
socioderaographics
,
prenatal care, birth outcome,
maternal health, family support and provider
information. The first set of analyses were undertaken
in FY ' 84
.
The Failure to Thrive Program has developed a data
system in order to understand the characteristics and
needs of the population receiving services, as well as
to monitor the amount of services provided and to
evaluate outcome measures.
The Child Fatality Study will collect information from
a variety of sources on all children 0-19 years of age
who die during calendar year 1985 (Jan. 1, 1985 - Dec.
31, 1985) and who resided in Massachusetts at the time
of death. The study will also include a retrospective
analysis of all deaths to children 0-19 years of age
during a five-year period of calendar years 1980-1984
based exclusively on death certificate data.
Future Data Management Efforts
The Division's future data management efforts are aimed at:
Assessing the need for MCH & SHC services
This activity includes refinement of statistical
methodologies developed by the Division for determining
the number of individuals eligible and in need of MCH
services. The development of such methodologies for
SHC has begun. Unlike many MCH programs, where there
are often no alternative sources of services, many SHC
services can be obtained in the private sector.
However, the geographic distribution and availability
of such services to poor populations often prevents
access to all needy individuals.
The development of an ongoing nutrition surveillance
system which will be an offshoot of the 1983 nutrition
study, is aimed at monitoring the health status of
vulnerable population groups, beginning with young
children. Establishment of the system will enable the
Office of Nutrition to better identify and tailor
services for target groups, develop referral systems,
evaluate programs and identify unmet and changing needs
for service.
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b
.
Providing information to program administrators that will
aid them in improved decision making with respect to
service provision .
The School Health Program staff are developing an
information system for monitoring and comparing health
related activities of school districts. They also are
working on plans for determining the effect of postural
screening on the incidence of severe scoliosis in
chi ldren.
c . Increasing or improving coordination of activities and
goals among DFHS programs
The High Risk Infant Identification System, when fully
implemented, will link children with special needs to
the Division's Services for Handicapped Children
Programs. One of these programs. The Early
Intervention Program will in turn make referrals into
services provided by other state agencies. The data
system that will be developed for the High-Risk Infant
Identification System and the EI System will be used
for evaluating the referral process.
d . Engaging in collaborative research to investigate issues
that would lead to measures that would improve the health
of pregnant women and children
A Prenatal Care Survey in Holyoke is being conducted by
the Division and the Valley Opportunity Council. The
overall purpose of this collaborative research effort
by the Division and community-based organizations is to
identify factors that influence prenatal care
utilization for women in Holyoke, and to develop a
needs assessment instrument for the rest of the state
which will contain those items found to be
significantly associated with prenatal care utilization
Access to prenatal care is a key concern of the
Division and a survey is necessary for the
identification of sociocultural , structural and
behavioral factors associated with inadequate
utilization of health care. It will also serve to
identify stressors and social supports experienced by
women during pregnancy, as well as knowledge of
prenatal care protocols and available community
resources. The documentation of the barriers, problems
and reasons for poor prenatal care utilization will
provide useful information for program planning and
evaluation for both community agencies and the Division
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Other projects relating to prenatal care include:
A WIC program evaluation of interventions which seek to
identify, and then to positively influence, a woman's
knowledge, attitudes and sources of support for
breastfeeding. Identification of interventions that
increase the likelihood that a woman will breastfeed
and continue to nurse as long as intended will be used
to develop a statewide breastfeeding policy for WIC and
other MCH programs.
An evaluation of smoking and birth outcomes among
pregnant women in MIC programs, using perinatal log
data sets.
- 142 -
III. SEC. 505: DESCRIPTION OF INTENDED EXPENDITURES & STATEMENT
OF ASSURANCES (2) STATEMENT OF ASSURANCES
The Commonwealth of Massachusetts assures the Secretary of the
Department of Health and Human Services that the provisions of
Section 505 of th Title V - Maternal and Child Health Services
Block Grant will be carried out. Each of the provisions of
Section 505, with reference to the paragraphs of the
legislation, is addressed in the following section:
505 (2) (A) : Fair method for allocating funds,
guidelines, and quality assurances
505 (2) (B) : Restriction of funds to purpose of
Title V and prohibitions against
discrimination
505 (2) (C) (i) : Expenditure of "substantial"
proportion of Title V funds for
services and special consideration
for special projects
505 (2) (D) : State charges/financial eligibility
505 (2) (E) (iii) : Interagency coordination
505 : Public comment
505 (2)(A) FAIR ALLOCATION METHOD
The Commonwealth of Massachusetts will provide a
fair method for allocating funds allotted under
this title among such individuals, areas, and
localities identified under paragraph (1) (A) as
needing maternal and child health services.
During the first two years of the Block Grant, FY
1982 and 1983. the Division maintained historical
funding patterns to a large degree, making
proportional cuts in consolidated health programs
when its appropriations were reduced, and restoring
some of these funds as appropriations were
increased. At the same time, it developed more
sophisticated methods for ensuring fair allocation
in the future. Methodologies for conducting
systematic needs assessments were developed and
utilized for the WIC, Primary Care, Lead Paint
Poisoning Prevention and Early Intervention
Programs in order to target funds to high need
areas of the state through open, competitive
bidding processes. These
- 143 -
needs assessments have been updated^ periodically
and utilized to award contracts on regular
three-year cycles, as well as when supplemental or
expansion state or federal funds have been awarded.
In other program areas where systematic needs
assessments have not been conducted, the Division
attempted to ensure fair allocation by setting
funding goals that would more eguitably distribute
funds across the state. For example, the goal in
the FY '84 Adolescent Health and Adolescent
Pregnancy Request For Proposal was to fund at least
one of each program in each of the state's four
public health regions, and in the metropolitan
Boston area.
The Division anticipates further refinement and
application of needs assessment tools that will
ensure fair allocation of funds within program
areas and which will as-sist in setting priorities
for funding across program areas. An evaluation of
the SHC clinic system which includes assessment of
need and resources is in process. Additionally,
with the assistance of the FHS Advisory Council,
and through other avenues for public participation,
the Division is endeavoring to more clearly define
priorities which will guide distribution of funds
across program areas.
In addition to the previous state maps which
compare need and available MCH programs, the
following table also provides information on
allocation of resources among and within program
areas. Table 28 lists contracted programs for FFY
1986 by Health Service Area (HSA) . Table 29
provides some information on allocation of funds to
programmatic units within the Division of Family
Health Services.
In summary, while retaining its commitment to
overall goals of the Maternal and Child Health
Block Grant, the Division anticipates moving
further from historical and proportional methods
for determining allocation of funds to methods
which cely on systematic needs assessments to guide
allocation of funds within program areas, and on
improved policy formulation to guide allocation
across program areas.
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TABLE 29
DIVISION OF FAMILY HEALTH SERVICES
FFY'8 6 ESTIMATED UNIT BUDGETS*
Maternal and Child Health State Federal Total
Women. Infants & Children 4.264.307 27.813.559 1 32,077.866
Primary Health Care 3.139,302 3.308.743 6.448,045
Perinatal & Genetics 1.891,956 265,949 2.157,905
Preschool & School Health 1.254.733 1.388.333 2 2,643.066
Women's Health 730.738 225 . 710 3 956 . 448
11.281.036 33,002.294 44.283,330
Office of Nutrition 140.141 - - 140.141
Services for Handicapped
Chi ldren
Early Childhood Development 10.047,143 2.046, 397 4 12.093,540
Clinical Services 1.637.573 2.047,198 3.684,771
Community Services 392,866 257,383 650,249
Case Management Services - - 756,653 756.653
12.077.582 5.107.631 17.185.213
TOTAL DIVISION 23.498.759 38.109.925 5 61.608.684
* Administrative costs are proportionately attributed to each budget unit,
and therefore Unit totals exceed actual appropriated or budgeted amounts
1 Funds derived from the U.S. Department of Agriculture; estimated FFY 1
appropriation of $26,177,182.
Includes funds for the Statewide Childhood Injury Prevention Program
from a MCH SPRANS grant ($458,000) and Department of Transportation
funds ($187,996) administered through the Governor's Highway Safety
Bureau
.
3 Funded by the Preventive Health and Health Services Block Grant at
$182,431 for FFY'86.
4 Funding of $1,926,000 for Early Intervention Programs derived from P.L
89-313
.
5 MCH Block Grant estimated FFY'86 appropriation of $9,178,317 accounts
for remaining federal funding for the Division.
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505 (2)(A) GUIDELINES AND QUALITY ASSURANCE
The Commonwealth of Massachusetts will identify and
apply guidelines for appropriate referral and
follow-up with respect to health care assessments
and services financially assisted under this Title
and methods for assuring quality assessments and
services
.
The Division of Family Health Services has long
been in the forefront of the development of
guidelines and standards for the care of mothers,
infants, and handicapped children. The Services
for Handicapped Children clinics and other related
programs operate under written guidelines prepared
by the Department which address such issues as
eligibility, provider qualifications, service
components, responsibilities of team members,
confidentiality, and record reviews. A workplan
for a more comprehensive Quality Assurance Program
began implementation in the SHC clinic system in FY
1 85 .
All contracted programs offered under this Title
are expected to be in compliance with any
guidelines and standards recommended by relevant
national organizations such as the American Academy
of Pediatrics (AAP). American College of Obstetrics
and Gynecology (ACOG), Association of State and
Territorial Health Officers (ASTHO) and the
American Public Health Association (APHA) . All
vendors must be fully licensed or approved under
Medicaid regulations and must be in compliance with
any other appropriate state licensing regulations
(e.g. day care, special education, etc.). All
Title V, and other federal guidelines (such as
Title X Family Planning) are monitored as well.
Additionally, standards specific to each program
model are included in Requests for Proposals
(RFP's). Applicants are judged on their ability to
comply with these standards, and those awarded
contracts are monitored for continued compliance.
Detailed standards were developed and incorporated
into RFP's for the following MCH consolidated
programs during FY '82 and FY '83: Maternal and
Infant Care. Children and Youth, Lead Poisoning
Prevention, and Adolescent Health and Adolescent
Pregnancy
.
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Quality assurance requirements for both internal
and external quality control mechanisms are built
into state and federal contracts.
The Division has also been the lead agency in the
development and promulgation of updated hospital
standards for maternity and pediatric care which
provide assurance that all children and mothers
hospitalized in the state receive the highest
quality care, referral, and discharge planning.
The Division participated in writing licensure
regulations for birthing centers.
505 (2)(B) RESTRICTIONS OF FUNDS TO PURPOSE OF TITLE V
AND PROHIBITION AGAINST DISCRIMINATION
The Commonwealth assures that the funds allocated
to it will only be used to carry out the purposes
of this Title or to continue activities previously
conducted under the consolidated health programs
described in Section 502 (B) (1).
The Commonwealth assures that prohibitions against
discrimination on the basis of age. handicap, sex.
race, color or national origin, and religion
consistent with Section 508 of this Title, shall be
observed by all programs receiving support.
505 (2)(C)(i) EXPENDITURE OF SUBSTANTIAL PROPORTION FOR SERVICES
AND SPECIAL CONSIDERATION FOR "SPECIAL PROJECTS"
The Commonwealth assures that a substantial
proportion of the sums expended under this Title
will be used for the provision of health services
to mothers and children, with special consideration
given where appropriate to the continuation of
special projects previously funded under Title V.
Administrative costs for the Division of Family
Health Services in FY '86 will be approximately 6%
of total state and federal expenditures (or
approximately 13% if the WIC budget is not included
in the computation) . Special consideration has
been given to the continuation of those categories
of programs previously funded under Title V as the
Program of Projects, e.g. Children and Youth
Projects, Maternal and Infant Care Projects, and
Neonatal Intensive Care Follow-up Projects.
Additional state and federal resources have been
provided to expand these activities, particularly
prenatal care through MIC projects and NICU
f ol low-up
.
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505 (2)(C)(ii) EXPENDITURE OF REASONABLE PROPORTION OF FUNDS FOR
PURPOSES OF ACCESS, PREVENTION, AND SSI-DCP
The Commonwealth assures that a "reasonable"
proportion of funds will be expended to achieve
those purposes of the MCH Block Grant specified in
Section 501 (A) paragraphs (1) to (3), for access,
prevention, and the SSI-DCP Programs.
Virtually all of the MCH programs have accesss and
prevention objectives including those services
which are primarily curative in nature. The
SSI-DCP, or Case Management Services Unit,
continues to be funded to address the needs of SSI
recipients as well as other handicapped children.
505 (2)(D) STATE CHARGES /FINANCIAL ELIGIBILITY
The Commonwealth of Massachusetts assures that any
charges imposed for the provision of health
services made under this title 1) are pursuant to
a public schedule of charges; 2) are not imposed
for services to low income mothers and children;
and 3) are adjusted for the income, resources, and
family size of the individual of family provided
the services.
Requirements to this effect were promulgated in
1981 under State Regulations for Determination of
Financial Eligibility for Certain Programs
Administered by the Division of Family Health
Services. (105 CMR 930.000).
Programs provided under contract with the Division
either provide services free of charge or on a
sliding fee scale basis.
505 (2)(E) INTERAGENCY COORDINATION
The Commonwealth assures that the Maternal and
Child Health Services program will participate in
coordination of activities with EPSDT under Title
XIX to ensure that such programs are carried out
without duplication of effort.
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A collective working relationship and liaison
working group already exist between DFHS and the
state EPSDT program. An updated interagency
agreement was signed during FY '83. Recent
changes in EPSDT' s provider participation and
reimbursement mechanisms have necessitated
adaptations (and, we hope, increased participation)
for our contracted primary care projects and the
SSI-DC program.
Additionally, through an Executive Office of Human
Services' Child Health Work Group, all human
service agencies, including DFHS, are working with
Project Good Health (EPSDT) to increase
participation. The Department of Public Welfare's
1984 report. "Increasing Enrollment in Project Good
Health," contained a number of recommendations
addressing DFHS programs and DFHS will work with
Project Good Health to implement these
recommendations
.
505 (2)(E)(ii) The Commonwealth will participate in the
arrangement and carrying out of coordination
agreements described in section 502 (A) (ii)
relating to coordination of care and services
available under this Title and Title XIX.
The Division intends to continue to work with the
state Medicaid agency to assure maximum
reimbursement from Medicaid for eligible clients
receiving services under DFHS programs, and to
assure DFHS program compliance with Medicaid rules
and regulations. Numerous examples of these
activities are described throughout this document,
and include recent initiation of Medicaid
reimbursement for Early Intervention Services,
collaborative efforts to increase physician
participation in Medicaid and to improve access to
primary health care services, and development of a
state-funded program to pay for maternity care of
uninsured pregnant women.
505 (2)(E)(iii) The Division will participate in the coordination
of activities within the Commonwealth with programs
carried out under this Title and related Federal
grant programs including supplemental food programs
for mothers, infants, and children, related
education programs, and other health, developmental
disability, and family planning programs.
a. The Division directly administers the statewide
WIC program, which is fully integrated
structurally as an operational unit of the
Division.
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b. Along with other state human services agencies
within the Commonwealth, the Department of
Public Health has sign-off power for
regulations regarding special education
pursuant to P.L. 94-142 (and corresponding
state legislation). It also participates in
regional and central Interdepartmental Teams
which negotiate services and interagency
agreements for hard-to-place multiply
handicapped and special needs children.
c. The Departments of Public Health and Education
have a longstanding joint sign-off and
collaborative relationship as specified in
regulations for the preventive child health
services of school health assessments and
immunizations. Similar relationships exist
with the Office for Children, which licenses
day care centers, and private residential
programs. The Department is also working
collaboratively with the Department of
Education to develop a comprehensive plan for
pre-school services.
d. Department staff serve on regional coordinating
groups for Title X and Title XX family planning
grants, and offer technical assistance and
monitoring services.
e. Similar formal and informal working
relationships exist and are intended to
continue with developmental disabilities,
Preventive Health Services Block Grant,
community health centers, Health Service
Agencies (HSAs), Area Health Education Centers,
and other Federal programs. The Division now
administers the Rape Crisis services funded
through the Preventive Health Services Block
Grant. The Division's work with the
Massachusetts Rehabilitation Commission (MRC)
includes a Task Force on Social Security
Administration Disability Program and the MRC
Disability Coalition. In response to the
recommendations of the Task Force on Prevention
of Low Birthweight and Infant Mortality, DFHS
will be working with the state Executive Office
of Human Services to strengthen regional HSA
planning and monitoring of MCH needs and
services
.
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f. The participation of representatives from seven
other state agencies that serve children,
families, and the disabled as ex-officio
members of the Family Health Services Advisory
Council allows for information sharing and
coordination at the planning stages. These
agencies include: Project Good Health (EPSDT).
Department of Public Welfare; Developmental
Disabilities Council; Office for Children;
Department of Youth Services; Department of
Social Services; Child-Adolescent Services;
Department of Mental Health; and Department of
Education.
g. The Division participates in a State Executive
Office of Human Services (EOHS) interagency
Child Health Work Group designed to identify
and develop strategies to address child and
adolescent health problems and services that
require multiple agency resources. Other EOHS
groups in which the Division participates
include Transitional Planning for Individuals
Over 22, and Services for Head Injured and
Multiply Handicapped (Pediatric Nursing Homes).
h. In FFY'86, re-establishment of the
Massachussets Nutrition Board will provide
another vehicle for interagency collaboration.
Charged with advising the state on nutrition
needs, problems and services, the Board is
comprised of 9 gubernatorial appointees and
representatives from the following state
agencies: Executive Office of Human Services.
Department of Food and Agriculture. Office for
Children, Department of Mental Health.
Department of Public Welfare, Executive Office
of Consumer Affairs, Department of Education,
and Executive Office of Elder Affairs.
i. A large part of the work of the Women's Health
Unit is collaborative in nature. The Unit
works with the Governor's Anti-Crime Council in
the areas of rape and sexual assault prevention
and women in prison. Both the Departments of
Public Health and Social Services collaborate
on women's health issues, especially in the
areas of prevention of sexual abuse and family
violence, and the women in prison program. The
Women in the Workplace Conference Planning
Committee involves the Executive Office of
Labor, the Equal Opportunity Employment
Administration and the Governor's Office. The
Women's Health Program also participates in
interagency activities relating to the
particular needs and concerns of women of color.
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505 PUBLIC COMMENT
The Commonwealth assures that the Description of
Intended Expenditures and Statement of Assurances
will be made public within the Commonwealth in such
a manner as to facilitate comment from any person
(including any Medical or other public agency)
during its development and remain available for
public comment after its transmittal. In addition,
the Description and Statement shall be revised
throughout the year as may be necessary to reflect
substantial changes in any element of such
description or statement, and any revision will be
made public.
As stated in the Family Health Services Advisory
Council Charter, the Council has responsibility
for: Reviewing, commenting on, and making
recommendations regarding this document prior or
its transmittal; soliciting input and
recommendations on the document from organizations
and agencies of which they are members; and
providing ongoing advice throughout the year on the
need to revise the document.
Additionally, although not required, public
hearings are held in order to solicit comments on
the draft application. Notices regarding the
hearings and the availability of the draft
application are publicized in advance through
agency newsletters and special mailings. The
document is available for review throughout the
state at regional health offices and Health Systems
Agencies
.
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IV. Section 506: REPORTS AND AUDITS
506 (a) REPORTS ON ACTIVITIES AND EXPENDITURES
UNDER THIS TI TLE
The Commonwealth of Massachusetts will prepare and
submit such reports as required by the Secretary of
Human Services in order to provide accurate project
descriptions, provide a complete record of funds
spent and progress made toward achieving the
purpose of Title V and reconcile expenditure of
funds with the Description of Intended Expenditures
and Statement of Assurances.
Annual reports on the Maternal and Child Health
Block Grant Programs, for FFY'82, FFY'83 and FFY'84
were submitted to the Secretary of Health and Human
Services. These reports were distributed to the
Family Health Services Advisory Council, and are
available upon request to any interested party.
506 (b) STATE AUDITS
The Commonwealth of Massachusetts will undertake
audits of expenditure of these funds every two
years in accordance with Section 506 (b).
506 (C) PUBLIC INSPECTION OF REPORTS
In addition, the Commonwealth will make copies of
reports and audits available for public inspection
within the state.
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V. Section 503: PAYMENTS TO THE STATES /MATCHING
In accordance with Section 503 (a), the Commonwealth of
Massachusetts is to provide in effect, three-sevenths (42.8%)
of the total sums expended in carrying out the purpose of the
Maternal and Child Health Services Program. With an
anticipated FFY 1986 Federal MCH appropriation of $9.2 million,
and State FY 1986 appropriation of approximately $23.5 million,
the state proportion of funds will be approximately 72%,
thereby exceeding the required match.
